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Editorial 
THE END OF AN ERA 
The class of '65 will be the last class to graduate from our South Street Medical 
School. This is the last U.W.O. Medical Journal to rea.ch you from this address. 
Could this journal, now 35 years old, make the change? That was the challenge 
we faced a year ago. 
My advice at that time from one member of the teaching staff wa to attempt 
one large issue only, or abandon publishing the U.W.O . Medical Journal altogether. 
Our financial support from the university had stopped. The grant diminished 
predictably and purposefu lly over several years . 
Contrary to that advice, we added more pages and an extra issue. We gambled 
that a change in policy and an alumni section would win new subscriber support. 
The result has earned more praise than criticism. We were rewarded with more 
than 240 new subscribers, new pages of advertising and have printed many more 
pages of articles. 
In keeping with our po licy, this issue conta ins articles of a general natu re. These 
articles, like those of the past 4 issues, deal with topics unlikely to be discussed in 
the general literature. We hope you have found them informative and that they have 
cont ributed to your general knowledge. 
Sixty-five students sacrificed much time to this journal. They can not all receive 
prizes. Some, like the alumni staff tackled a new and awkward job. They did it well. 
Some wrote articles on topics which required them to correspond with people across 
the country since our own library had little information on these unusual topics. 
Some wrote articles of such a complete and polished nature that they have since 
been given in talks and reprinted in other journals. Some article stirred comment 
ar.d controversy from staff and students alike. 
Only through the hard work of our advertising, circulation, exchange and busi-
ness staff were we able to print anything at all. 
All these students have made a solid contribution to their school. All have 
enriched their own and their classmates medical education. 
Their contribution has been its own reward. 
The leadership and enthusiasm of Ed Ragan, Gerald Tevaarwerk and Diana 
Willis made these five issues a reality. They join with me in thanking the whole 
staff for their efforts. 
Special thanks are extended to Dr. Valentine. He gave his time and encourage-
ment to two volumes of this journal. 
J.H.C. 
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An Appreciation 
ROSS GEORGE SALISBURY MALONE, M.D. (Queens, Belfast), F.R.C.P. (C) 
Deceased April 2, 1965, at London, Ontario 
Dr. Ross Malone was born at Belfast, Ireland in 1927, and attended primary 
school there. He attended Grammar school at the Omagh Academy. His medical 
career was started at Queens University, Belfast, and his brilliant scholarship shone 
forth early. In his first year he was awarded the Foundation Scholarship, and he was 
the McGrath Scholar in his final year. His postgraduate training was at the Royal · 
Victoria Hospital, and the Institute of Clinical Pathology, in Belfast. He earned 
his M.D. degree in 1953 with high commendation; his thesis was on plasma cells 
and antibodies. At the Institute he was a part of that brilliant school of path· 
ologist headed by Professor J. H . Biggart; his subsequent career, however short 
is a tribute to the excellence of his teachers. 
Dr. Malone had a strong urge to live with his family in Canada, and migrated 
to Toronto in 1956, where he was made an Associated Professor of Pathology at 
the Banting Intitute. In 1959 he was appointed Pathologist in Chief at St. Joseph'~ 
Hospital, London, and Assistant Professor of Pathology at U.W.O. Medical School. 
In 1961 he wa awarded his Fellowship in the Royal College of Physicians and 
Surgeons of Canada. 
This brilliant career was tragically interrupted at age 37, indeed befoe it had 
reached its zenith. In the few short years that were his lot, however, Ross Malone 
made a profound impression on the medical scene. His professional opinion was 
sought after, and valued by all associated with him. His brilliance as a teacher was 
such that he had already a following of students, and a long list of applicants for 
training in his laboratory. He was a valued lecturer, both to the undergraduates, and 
in particular to the graduate students here. H is scientific writings included, besides 
his M.D thesis, papers on the pathology of diabetes, cerebrovascular disease, and 
heart disease. 
These qualities as a scientist are impressive, but to those of us who were 
privileged to know this wonderful man, the qualities of his personality stood out 
His professional ability we could take as given, but we were constantly aware of his 
human qualities. The attribute which gives most warmth to our memory of Ross 
Malone is his absolute friendliness. This was a man who truly liked people, and 
he was therefore entirely approachable. His office door was always open, and be 
was never too busy to talk with and to help anyone, the cleaner, the tecnologists, 
the medical students and internes, and above all his colleagues and his family. He 
gave unstintingly of himself, and would go to no end of trouble to be helpful; be 
had an uncanny ability for projecting his optimism and hopefulness. His was a 
remarkable philosophy of life, which pervaded the whole atmosphere wherever 
he was, and it is this which we, his close colleagues, will miss most. He could 
discern the important from the unimportant. He did what could be done about 
those things which did matter, and refused to be distu ... rbed by things which 
didn't matter. In this way he was an inspiration to all of us. His ready wit was a 
constant source of joy. 
Our legacy from Dr. Malone is a great one-his philosophy, and his lovely 
family,·his wife Beth, two fine sons, Michael aged 10 and Stephen aged 8, and 
two lovely daughters, Jane aged 6 and Dierdre aged 4 months. We are all of us 
better people for having known him. Would that it could have been for longer 
yet. "To know him was to love him." 
David B. Meltzer, M.D. 
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General Medicine -
Present and Future 
The limited supply of physicians, coup-
led with the rapidly expanding sphere of 
medical knowledge, poses a number of 
problems at the present time. Not least of 
these is the question of the nature of the 
relationship that ought to exist between 
general and specialty medicine in the 
future. This discussion considers some of 
the problems currently facing general med-
icine, and suggests some of the lines that 
future development may follow. 
The essential cause for concern in gen-
eral medicine today is a steady decline in 
the ratio of general practitioners to special-
ists. In June 1960, about 40% of physicians 
in Canada were in general practice, com-
pared with 33% in specialist private prac-
tice. According to Bower's figures, 1 this 
trend is becoming more pronounced, at 
least in the United States, with only 20% 
of medical graduates entering general med-
ical practice as of 1963. Nonetheless, at 
least one survey2 indicates that approxi-
mately 75% of the public turns first to the 
general practitioner for medical care. 
Thus, the public appears to indicate a 
desire for general practice to remain an 
important force in medical practice as a 
whole, in spite of the current trend. It 
would appear, judging from statements 
that pervade the current literature, that 
many members of the medical profession-
specialists and general practitioners alike, 
consider the generalist to be of consider-
able importance in modern medicine. 
Therefore, if general medicine is to re-
main the backbone of medical practice, 
as Osler described it, it is apparent that 
something must be done to counteract the 
present thinning of the ranks of general 
practice. With this in mind, an examina-
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tion of the importance of general medicine, 
some of its current difficulties, and its 
future role in medical practice is in order. 
Before considering the field of general 
medicine further, it is appropriate to de-
fine this type of practice in terms of the 
disciplines included- at least insofar as the 
context of this discussion is concerned. 
Bower includes some surgery, normal ob-
stetrics, pediatrics and internal medicine in 
his definition of general practice, or family 
medicine. It is his opinion that the amount 
of surgery performed should vary with the 
geographic context- being greater in rural 
areas and less in urban centres. In view 
of the difficulties inherent in attempting 
to rigidly define any field of human en-
deavour, it is interesting to note the man-
ner in which Bower qualifies his definition 
in the following statement: 
"In the practice of medicine, there 
should be only one criterion for allow-
ing or disallowing a doctor to perform a 
specific function and that criterion is his 
demonstrated ability to perform such a 
function. Arbitrary restriction of medical 
practice designed to conform to pre-
conceived lines represents a loss of aca-
demic freedom and is to be vigorously 
rejected." 
Clute's• definition of general practice dif-
fers from Bower's only in that it limits 
surgery to the office or out-patient depart-
ment variety of minor surgery, and in that 
it favours the inclusion of psychiatry in the 
scope of general practice. Although Clute 
considers psychiatry to be of lesser import-
ance than the physical aspects of practice, 
the practitioners he interviewed on this 
subject appeared to think it was an ex-
tremely important part of practice. In any 
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event, the current concept of general prac-
tice would inevitably include a certain 
amount of psychiatry. 
It is obviously impossible for even the 
most erudite practitioner to be conversant 
with the entirety of modern medicine. It is 
apparent, also, that if today's generalist 
is to be of value, he must be more than 
an automaton who sorts patients for refer-
ral to consultants. The type of general 
medicine outlined above represents a finite 
area of practice that an adequately trained 
generalist may be expected to deal with in 
a reasonable skilful fashion. 
Having defined the type of practice 
under discussion, we might examine its 
importance with respect to medicine as a 
whole. 
T . F. Fox,5 editor of "The Lancet", 
addressing a symposium on "The Health 
Care Issues of the 1960's," made the fol-
lowing statement : 
"It's because they're aware of this (i.e. 
the need for personal medicine) that older 
people look back wistfully to the horse 
and buggy doctor. I know the horse has 
died ; and the buggy has fallen to bits. 
But we still have the doctor. And, adapted 
to modern conditions, he could often, if 
we wished, be the patient's own doctor-
and much the more useful for that" . 
Dr. Fox's contention, in brief, is that 
modern medicine tends to forget the per-
sonal aspect of medicine. The important 
medical consequence of this lack of con-
cern is that in fewer cases does one phys-
ician accept continuing responsibility for 
the patient. 
Personal medicine, and the stability of the 
doctor-patient relationship, give the phys-
ician a greater knowledge of his patient's 
history- medical and social. The benefit 
to the patient of such a relationship lies 
in his doctor's ability to decide with greater 
acumen what treatment is indicated and, 
conversely, to protect him from unneces-
sary treatment. 
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By definition, the specialist is unable to 
have this sort of relationship with any 
great number of his patients. Hence, the 
generalist remains the one member of the 
medical community who is in a position to 
assume continuing responsibility in the 
care of the individual and the family . 
The imperfection of modern medicine, 
despite its awesome achievements, gives 
further importance to the role of the per-
sonal physician. It is sobering to consider 
that even though the advancement of medi-
cal science in the last century has been 
prodigious, a forty year old man today has 
a life expectancy of only one or two years 
more than had his counterpart of a hundred 
years ago. When the best treatment avail-
able fails, and the patient must face chronic 
disability or death, he needs the support of 
other people, and, in this capacity, the 
trusted family physician can excel. 
In countries with large areas of sparsely-
populated land, such as our own, I think 
the generalist performs yet another useful 
function. 
In 1960, there were 20,000 practicing 
physicians in this country-yielding a ratio 
of one physician to every nine hundred 
and four people in the population. Prov-
ince to province variations in this ratio 
were between 1/ 800 and 1/2000. Even 
greater inequalities exist when the various 
areas within a given province are consid-
ered. The current overall trend is one of 
concentration of physicians in urban cen-
tres and a scarcity of medical practitioners 
in rural areas. 
It is possible that such a situation might 
be dealt with in the future by means of 
strategically situated medical centres em-
ploying specialists. But at least until com-
munication and transportation are greatly 
improved, the general practitioner will 
continue to be the best answer to the 
question of providing medical care for the 
geographically isolated. 
General practice is still regarded by 
many members of the medical profession 
U.W.O. MEDICAL JOURNAL 
as the most interesting and satisfying type 
of practice to engage in. Bower contends 
that the reason fewer medical graduates 
enter general practice at the present time 
is not that they are less interested in the 
field , per se, but rather that status and 
economic factors direct them into the spec-
ialties. His argument is summarzied in the 
following statement: 
"Many internists are apt to be men 
geared to family practice, whose service 
to the community might have been more 
rewarding if they had been able to see a 
future in a more acceptable and status-
satisfying family practice. This is, of course, 
true for many pediatricians. I suspect that 
much discontent is apt to lie within the 
unduly narrow confines of these disci-
plines. One could hardly expect objective 
assertions of this latter fact in view of the 
carefully constructed economic and status-
directed investments of the persons in-
volved." 
The only example cited by Bower of 
a factor which directly influences a student 
in the manner in which he suggests is the 
failure of medical faculties to expose 
students to general practitioners while they 
are attending university. It is obvious that 
there are good reasons for this general 
policy- but to attempt to consider them 
is beyond the scope of this discussion. 
Many of Clute's practitioners echoed the 
sentiments expressed above, but were un-
able to offer concrete suggestions as to 
how the situation could be rectified. (Pre-
ceptorships have been the most commonly 
employed method of dealing with this 
matter in schools where the problem is 
recognized.) In any event, it is reasonable 
to suppose that constant exposure to spec-
ialists and an almost total lack of contact 
with generalists exerts some influence on 
the student's thinking. 
A less obvious problem associated with 
the decline of general medicine may well 
be its intensifying effect on the almost 
universal shortage of medical personnel. 
The basic problem of increasing the supply 
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of physicians concerns educational facilities 
and is thus beyond the scope of this dis-
cussion. Nonetheless, I would like to sug-
gest that, even in the absence of any real 
increase in the overall doctor-to-population 
ratio, an improvement in the current state 
of specialist-generalist disproportion would 
mitigate the physician shortage. 
The principle known as Parkinson's 
Law8 states that "there is no relation be-
tween the work to be done and the size of 
the staff assigned for its completion; that, 
on the contrary, work expands so as to fill 
the time available for its completion; and 
that subordinates multiply at a fixed rate, 
regardless of the amount of work pro-
duced." 
If one accepts that there is a grain of 
truth in this axiom, it does not seem totally 
incredible that, if the number of general-
ists were increased, a relatively lesser num-
ber of specialists might still cope with the 
work required of them. The fact that the 
generalist currently sees many more pat-
ients than the specialist, at least initially, 
would tend to support this proposal. 
A problem facing practitioners in many 
advanced countries at the moment concerns 
the relationship of the generalist to the 
hospital. 
Charron3 reports that a lack of access, 
or restriction of access, to hospitals affects 
general practitioners, at present in the 
United Kingdom, New Zealand, Norway, 
Sweden, Denmark, and the Federal Repub-
lic of Germany. Certain of these countries, 
it is true, are now contemplating the 
extension of greater hospital privileges to 
the generalist because it is believed that 
hospital contact stimulates the general 
physician and helps keep him informed on 
new procedures and methods. Organized 
medicine in England currently endorses 
this view, and a recent Commission of 
Enquiry has also upheld the principle. 
Some of the countries mentioned above 
maintain, on the other hand, that the 
family doctor can carry on a very good 
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and worthwhile practice without a hospital 
appointment, provided that he has access 
to good diagnostic services and that ade-
quate arrangements exist for referrals and 
ancillary services for domiciliary care. 
The question of restriction of hospital 
privileges would not seem to be as import-
ant in Canada at the present time as in 
some other countries. None of the practi-
tioners in Ontario and Nova Scotia who 
were interviewed by Clute's survey team 
lacked hospital privileges. In fact more of 
these physicians had privileges in two 
hospitals than in one only, and a lesser 
number had privileges in three or four 
hospitals. In addition, 50% of the practi-
tioners in each province were either subject 
to no restrictions in the hospitals in which 
they worked, or regarded the restrictions 
to which they were subjected as being too 
insignificant to report to the survey team. 
Restrictions that did exist governed all 
aspects of general medicine as we have 
defined it, and included the field of anaes-
thesia as well-but, on the whole, they 
appeared to be quite reasonable, and were 
unlikely to interfere greatly with the 
physician's practice. Sixty-two percent of 
the Nova Scotia practitioners stated, with-
out qualification, that their hospital facil-
ities were quite adequate for their needs. 
Of course, if hospital restrictions affect 
the generalist increasingly in the future, 
while they will not prevent his continued 
service to the community, they will inevit-
ably alter considerably the nature of his 
practice. For this reason, the generalist, 
and the student considering a career in 
general medicine, should be cognizant of 
the possibility of more serious restrictions 
of hospital privileges in the future. 
Concomitant with the decrease in the 
number of generalists, is the tendency of 
specialties to subdivide. If this trend should 
continue to the point where a great num-
ber of specialists were practicing narrow 
sub-specialties, by today's standards, the 
generalist might, of necessity, emerge once 
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more as the most important man in medi-
cine. Such an eventuality is purely conject-
ural. 
Having examined the role of general 
medicine in the changing medical world, 
we might consider how well that role is 
being fulfilled. Clute's study, in depth, of 
eighty-six randomly-selected general prac-
tices in Ontario and Nova Scotia contains 
a wealth of information on this subject 
that cannot possibly be considered here, 
but his overall findings are germane to 
this discussion. In this study, the above 
group of doctors was observed by a survey 
team of physicians and the findings were 
quantified by employing arbitrarily estab-
lished rating scales that tended to standard-
ize the observations of the various mem-
bers of the team. History taking, physical 
examination, laboratory procedure, therapy, 
preventive medicine, and record keeping 
were the aspects of practice evaluated. 
Clute concluded that 51 % and 26% of the 
practitioners in Ontario and Nova Scotia 
respectively, were practicing satisfactory 
medicine, and that 28% and 52% respec-
tively exposed their patients to serious 
risks. How great a lack of proficiency 
constituted unsatisfactory practice was at 
the discretion of those conducting the 
survey. 
Ninety-five percent confidence limits in-
dicate that, provided Clute's criteria are 
accepted, at least 15 % of Ontario prac-
titioners and at least 40% of those in Nova 
Scotia are practicing unsatisfactory medi-
cine. It must be emphasized, in this con-
text, that doctors were not judged to be 
unsatisfactory on the basis of a lack of 
knowledge of details about recently dis-
covered drugs or the complexities of rare 
diseases, but rather because of deficiencies 
in the fundamentals of clinical medicine. 
Clute describes the many satisfactory and 
excellent generalists seen as "the pride of 
the medical profession", but is more con-
concerned about the poorer practitioners-
who represent a big challenge to the pro-
fession. 
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If we accept that general medicine is 
important and that its thinning ranks 
therefore constitute a problem, and if we 
are, at the same time, faced with the fact 
that many generalists are inadequate for 
their tasks, I think we are forced to con-
clude that general medicine is due to 
change in the future--or perish. 
Since the future necessarily rests on the 
foundation stones of the present, one might 
expect Clute's study to indicate the direc-
tion that progress in general medicine 
ought to take. What Clute envisages, in 
brief, as the fo rm of general medical 
practice in the future, is a type of group 
practice in which the less capable men are 
to be supervised by the more capable. In 
such a group, the individual physician 
would be able to progress to positions of 
g reater responsibility as he indicates great-
er competence. The position of ultimate 
responsibility in such a group would be 
filled by a qualified internist or a physic-
ian who had completed the postgraduate 
program proposed by the College of Gen-
eral Practice of Canada. The advantages 
cited for such a system are the step-wise 
acquisition of responsibility following 
junior internship, and the prevention of 
professional isolation. 
Clute's major objective is the improve-
ment of the poorer practitioner, and in 
this regard, his plan is quite sound. Never-
theless, I think the plan has a number of 
considerable d isadvantages. Principally, 
such a group is really a small-scale copy 
of the medical world, with those in the 
more senior positions functioning essen-
tially as specialists. Only the junior mem-
bers of such a group have the relationsh ip 
with patients that we have described as 
peculiar to the generalist. Since this rela-
tionship represents one of the very great 
advantages of general medicine, I do not 
think it should be lightly cast aside. If one 
is willing to accept the loss of this 
relationship in return for the advantages 
of this or any other type of group practice, 
I see little purpose in having a group com-
posed of generalists rather than specialists. 
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It is obvious that the group practice 
plan of Clute will not solve all of the 
problems facing general medicine in the 
future. In my opinion, the most important 
fact that emerges from Clute's proposal is 
that today's medical graduate, on comple-
tion of a junior internship is not, in many 
cases, ready to practice general medicine 
on his own . 
A more generally advocated approach to 
the postgraduate training of the generalist 
suggests a period of residency in a teach-
ing hospital. Bower is a proponent of this 
type of training, but he does not outline 
the precise length of time such training 
ought to take, nor its exact nature. He 
does indicate, as we have noted previously, 
what disciplines ought to be included. 
What is unique about Bower's attitude 
toward postgraduate training is that he 
advocates increasing the efficiency of spec-
ialty training so that the specialist's " in-
vestment in prolonged training" may be 
decreased as the generalist's is increased. 
This, according to Bower, would eliminate 
competition . 
I am unable to judge to what extent 
such competition exists, or the effect it 
exerts on general medicine, but it seems 
to me that Bower's contention is well-
founded that postgraduate training for the 
family physician is a necessity if family 
practice is to be made "a wholly respected 
part of medicine once more". 
Charron supports Bower's view, stating 
that, in most of the countries which he 
studied, opinion favoured the survival of 
general practice-but with the stipulation 
that the future generalist would require 
more organized postgraduate training. 
Shaw7 points out that it is unreasonable 
to think that the generalist of today can 
remain as the one type of medical practi-
tioner who is not recognized as possessing 
special training. He feels that training 
must be developed to qualify the general-
ist for recognition, because, as he puts it, 
" there cannot be two classes of medical 
practitioner in this country" (U.S.A.) 
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Haynes6 suggests that a minimum of two 
years would be required to become profi-
cient in medicine, pediatrics and psychiatry 
- but that further training in abnormal 
obstetrics and surgery would be required 
by those wishing to practice in remote 
areas. 
The College of General Practice of 
Canada has been considering a postgradu-
ate program since March, 1961. A member 
of the College informs me that the details 
of this plan should be forthcoming in the 
near future, possibly by the time these 
words appear in print. The exact nature 
and duration of this training program 
can only be speculated upon until that 
time, but the program will undoubtedly 
embrace the disciplines suggested above. 
It is thought by some College members 
that eventually completion of this period 
of postgraduate training will be a condi-
tion of College membership. However, 
since the College has been in existence for 
ten years, and requires only one hundred 
hours of postgraduate training every two 
yea.rs for continuing active membership at 
the present time, a period of two years or 
more postgraduate training for all mem-
bers may not be required for some time 
yet. In view of the present conditions of 
membership, it is perhaps not too surpris-
ing that Clute could find no significant 
difference between College members and 
non-members with respect to quality of 
practice--even when the observations were 
age corrected. 
It is obvious, I think, from the entire 
preceding discussion that a postg raduate 
training program in general medicine is 
necessary in the future. The College of 
General Practice of Canada is to be com-
mended for recogmzmg this need and 
initiating consideration of a program to 
meet it. But if their efforts in the future 
are not intensified, it is possible that the 
desired changes will not be wrought be-
fore the family doctor goes the way of the 
horse and buggy. 
In conclusion, I would like to join Shaw 
in his plea to the medical profession re-
garding the future of general practice. 
"May we not become so rigidly inflexible 
that we do not recognize the need for 
change, nor so liberal that the change will 
only result in spasticity, feebleness and 
anemia." 
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"To study the phenomena of disease without books is to sail an unchartered 
sea, while to study books without patients is not to go to sea at all". 
Sir William Osler 
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• Canada Dentistry 1fl 
INTRODUCfiON 
The practice of dentistry has existed for 
many centuries as is evidenced by the 
recordings of dental prescriptions on an-
cient Egyptian manuscripts. Originally 
dentistry appeared to be within the scope 
of the physician's care, but during the 
twelfth century, treatment of dental disease 
passed from the physician to the barber 
surgeon who was granted the privilege of 
performing certain minor operations such 
as tooth pulling and blood letting. Through 
the Renaissance dentistry evolved in a 
somewhat haphazard fashion. Later, the 
highest degree of development was achiev-
ed in France, principally through the ef-
forts of the celebrated eighteenth century 
French dentist, Pierre Fauchard. Through 
his writings, Fauchard contributed much 
to the establishment of dentistry on a more 
scientific basis. During the nineteenth cen-
tury, most of the important advancements 
in dental sciences and technology took 
place in the United States and leadership 
in these fields has been maintained by the 
States up to the present time. 
The first actual dental school was not 
founded until 1840. This was the Balti-
more College of Dental Surgery and grad-
uates from this school were the first to 
receive licences to practice. Previously, 
dental skills had been acquired by an 
apprenticeship to a practising dentist. In 
England it was by the Royal College of 
Surgeons that the first licences were issued 
in 1859. As a consequence, the dental 
profession in that country has remained 
more closely associated with medicine with 
much clinical training done in hospitals. 
Canada, on the other hand, followed the 
pattern of the United States with the 
establishment of dental schools entirely 
separate from medical schools and not at 
first affiliated with any university. 
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DENTAL EDUCATION 
1. Undergraduate 
Until recently there were six dental 
schools in Canada, located at the Univer-
sities of Dalhousie, Montreal, McGill, 
Toronto, Manitoba, and Alberta. Two 
additional schools are at present being 
established, one at the University of 
British Columbia, and the other at the 
University of Western Ontario. At each 
of these centers the dental curriculum re-
quires four years to complete. Admission 
requirements vary somewhat, but all are 
probably equivalent to the successful com-
pletion of Ontario's grade thirteen plus 
one year of university. The first two years 
of dentistry consist primarily of basic 
sciences including courses in Anatomy, 
Histology, Biochemistry, Physiology, Path-
ology, and Bacteriology. In comparison 
with the medical curriculum, the scope of 
the majority of these sciences would be 
more limited. For instance, in dentistry, 
about 150 hours are scheduled for Pathol-
ogy and one third of this time allocated to 
oral pathology. In medicine, in contrast, 
usually well over 300 hours are devoted to 
pathological courses. In dentistry, empha-
sis in Anatomy is naturally on the head 
and neck region. Courses in dental tech-
nology take up a considerable proportion 
of the curriculum. Approximately half of 
the scheduled time in the third and fourth 
dental years is allotted to the clinical prac-
t ice of dentistry under the guidance of 
demonstrators. Patients are derived from 
the general populace who wish to avail 
themselves of dental services at lower fees. 
Most of the course work in the third and 
fourth years is composed of dental scien-
ces. In addition, courses in Pharmacology, 
General Medicine and General Surgery are 
presented. On completion of a four year 
dental course, the graduate may enter the 
practice of dentistry directly, accept a den-
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tal internship in a hospital, or pursue post-
graduate studies. The vast majority enter 
practice immediately on graduation. 
2. Postgraduate 
Compared with medicine, very few den-
tal graduates continue on to lengthy post-
g raduate studies. This is indicated by the 
fact that in 1964 only 226 of Canada's 
6,105 registered dentists were listed as spec-
ialists. The Canadian Dental Association 
only recognizes three specialties in dentis-
try. These are Oral Surgery, Orthodontics, 
and Periodontics. To earn a diploma in 
Oral Surgery requires an additional three 
years of training whereas the other two 
specialties require a training period of ap-
proximately two years. D iploma courses 
in Dental Public Health and Paedodontics 
are also available, requiring one and two 
years of further study respectively. Bache-
lor, master and doctorate degrees can be 
earned in dental sciences. These frequently 
lead to careers in teaching and research. 
SCOPE OF DENTAL TREATMENT 
The practice of dentistry can involve a 
great deal more than the extraction of 
teeth and the restoration of dentitions. 
The following are the major branches of 
dentistry. Some are designated as special-
ties; all are practised at least to some 
extent by most general dental practitioners. 
1. Oral Surgery 
Most dentists limit themselves to simple 
extractions, referring the more difficult 
cases to an oral surgeon. In Canada there 
are only 64 of these specialists and these 
are located mostly in the larger commun-
ities. They are trained in the removal of 
impacted teeth, in the treatment of cysts 
in the oral region, in the treatment of 
facial fractures, and in the surgical cor-
rection of developmental and congenital 
jaw deformities. They also have t raining 
in the use of general anaesthesia. Most 
of this work is done in the oral surgeon's 
own office rather than in a hospital. While 
trained in the recognition of oral neo-
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plasms and the use of cytological detection 
methods, few dentists are prepared to take 
biopsies of oral lesions, preferring to 
direct the patients to an oral surgeon or 
a physician. 
2 · Orthodontics 
Orthodontics is that branch of dentistry 
concerned with malocclusion . There are 
134 qualified practitioners in Canada, 
making it the largest of the dental special-
ties. Not all cases of malocclusion must be 
passed on to the orthodontist. The general 
practitioner is qualified to treat the simp-
ler cases and is often able to aid in im-
proving aesthetic appearances. Thumb 
sucking and tongue thrusting habits can 
create grotesque resu lts in a child's denti-
tion. If these habits can be eliminated at an 
early enough stage of development, a 
normal oral musculature can restore any 
deviation that may have occurred to the 
original alignment. For this purpose oral 
appliances can be constructed by the gen-
eral practitioner. Cleft palate and other 
more complicated cases, on the other hand, 
require the attention of the orthodontist. 
Many orthodontic procedures may require 
months or years to obtain desired results . 
Nevertheless the improvement in function 
and the psychological value of improved 
appearance makes this type of treatment 
extremely valuable. 
3. Periodontics 
This aspect of dentistry concerns itself 
with the treatment of lesions of the soft 
tissue structures and bone surrounding the 
tooth. Its importance can be appreciated 
by the fact that after the age of thirty-five 
more teeth are lost though periodontal 
involvement than through dental caries. 
Treatment procedures vary, but much of 
the clinical practice concerns itself with 
the removal of calculus and the adjust-
ment of occlusion. Calculus has an irritat-
ing effect on the gingival tissue. The con-
sequent inflammation of this tissue leads 
to reduction of the alveolar bone, and with 
this, supporting bone around the teeth is 
reduced ; loosening of the teeth results, 
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eventually necessitating extraction. Surgi-
cal removal of gingival tissue in order to 
reduce deep pockets of ulcerated tissue 
around teeth is another method of treat-
ment. Only 28 dentists are registered as 
periodontists in Canada, with 20 of these 
located in Ontario. There is little doubt 
that the magnitude and importance of the 
periodontal problem is not recognized by 
the general population. 
4. Paedodontics 
Paedodontics refers to the treatment of 
dental problems in children. There are 
probably less than two dozen practitioners 
in all of Canada who limit their practice 
exclusively to children. It is recommended 
that a child's first visit to the dentist be 
at age three, for it is not uncommon to 
find deciduous molars decayed beyond re-
pair as early as four or five years of age. 
Restoration of deciduous molars with amal-
gam fillings is of considerable value for it 
allows them to be retained until they are 
shed normally. There is then less likeli-
hood of disruption in permanent tooth 
alignment. These amalgam restorations 
also prevent the child from experiencing 
toothaches and prevent foci of oral infec-
tion from developing. If, however, the 
removal of deciduous teeth is necessary, 
space maintainers should be constructed. 
These appliances are necessary to prevent 
the mesial drifting of the permanent teeth. 
In this way distorted alignment and mal-
occlusion are avoided. In the field of 
paedodontics there is a great opportunity 
to help establish in the child not only good 
oral hygiene habits but also an awareness 
of the importance of good oral health. 
5. Prosthodontics 
This facet of dentisry refers to the re-
placement of missing teeth through the 
construction of full or partial dentures. 
All dental students are required to know 
how to construct these oral appliances, how-
ever, in practice the work of actual denture 
construction, following the dentists speci-
fications, is done by dental technicians work-
ing independently or for larger laboratories. 
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Until Goodyear's invention of vulcanite 
only a hundred years ago, there had been 
no satisfactory material for denture base. 
More recently acrylic material has replaced 
vulcanite and more natural appearing por-
celain teeth have been developed. Al-
though efficiency of denture prostheses in 
no case reaches that of a natural dentition, 
quite satisfactory results can be obtained 
with partial dentures and full upper den-
tures. Good results are less frequently 
obtained in the case of full lower dentures 
as the smaller surface area offered by the 
mandible provides less support than the 
maxilla. 
6. Restorative Dentistry 
This is the branch of dentistry that 
concerns itself with the restoration of 
carious teeth to health and function. At-
tempts to restore carious teeth with resins 
and waxes were made during the middle 
ages. Better methods were introduced in 
the fifteenth century when lead and gold 
leaf were employed as filling material. It 
was not until the nineteenth century that 
more satisfactory techniques were devised. 
At the present time amalgam (a silver, tin, 
mercury alloy) is the most popular restor-
ative material for posterior teeth. Gold in-
lays possibly are superior but prohibitive 
costs minimize their use. For anterior teeth 
requiring restorations silicate cement, avail-
able in blending shades, is used. Although 
providing a satisfactory appearance, this 
material does not have the lasting prop-
erties of gold and amalgam. With the in-
troduction ten years ago of the high speed 
air rotor, the time and effort required for 
the preparation of a tooth for filling has 
been greatly reduced. Practically all the 
pain associated with dental procedures can 
now be eliminated with use of sedatives, 
tranquilizers, analgesics, topical anaesthet-
ics, and greatly improved local anaesthetics. 
Restorative dentistry also includes the 
construction of fixed bridges and veneered 
crowns. If only a few teeth are missing 
better results are obtained with a fixed 
bridge than with a removable partial den-
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ture. When a tooth is broken down too 
badly for a normal restoration, it may be 
preserved by the use of a full crown. 
E11dodontics is a branch of restorative 
dentistry and refers to the procedures used 
to save a tooth whose vitality is lost. The 
treatment consists of enlarging and steril-
izing the root canal and sealing it with 
gutta percha or silver. If a periapical cyst 
exists it is often surgically removed. In 
view of the time involved and the conse-
quent costs, as well as the increased tech-
nical p roblems when dealing with the 
multi-rooted posterior teeth, this type of 
treatment is usually reserved for anterior 
teeth. When an anterior tooth is accident-
ally knocked out of the jaw and not frac-
tured, it can be successfully replanted in 
the socket and ligatured to adjacent teeth . 
Chances of success are especially good if 
root canal therapy is given before replant-
ing. 
7. Preventive Dentistry 
While medicine has achieved notable 
success in preventing many communicable 
diseases, dentistry has been unable to 
ach ieve the same degree of success in the 
prevention of dental caries. However, cer-
tain procedures have been shown to be 
factors that will aid in the reduction of 
this dental disease. The main preventive 
measures are the adjustment of the fluor-
ide content of the water supply, the topical 
application of stannous flouride on newly 
erupted teeth, proper diet, and good oral 
hygiene. Preventive techniques applicable 
to periodontal disease are less encouraging 
than those concerned with the prevention 
of caries. 
DENTISTRY IN HOSPITALS 
In all of Canada there are only 14 
hospitals that possess dental services that 
meet the requirements of the Canadian 
Dental Association. In its recommenda-
tions, the Royal Commission on Health 
Services has suggested the extension of 
dental services in hositals. It is felt that 
people suffering from cardiac diseases, or 
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hematological problems, and those that 
are handicapped would benefit if neces-
sary dental procedures were carried out in 
a hospital in close association with the 
medical staff. At present a dentists usual-
ly relies on a physician to admit a pa-
tient to hospital. It is fairly common for 
dentists in smaller centers to use hospital 
facilities for full mouth extractions. In the 
larger communities where hospital priv-
ileges are granted to few dentists, full 
mouth extractions are referred more often 
to the oral surgeon who performs the 
majori ty of his surgical procedures in his 
own office. 
DENTAL-MEDICAL CO-OPERATION 
If it is the goal of both the Medical and 
the Dental professions to provide the best 
possible treatment for their patients, it 
seems axiomatic that members of both 
professions should, when necessary, be 
willing to co-operate on problems that 
arise in those areas in which the fields of 
both medicine and dentistry overlap. This 
unfortunately has not always been done. 
Examples can be found of dentists who 
failed to seek a physician's advice when 
treating patients with cardio-vascular prob-
lems, thus exposing those patients to un-
necessary risks. Equally at fault have been 
those physicians, who, in treating acute 
dental infections of the jaw with antibi-
otics, failed to refer the patient to a dentist 
for extraction of the abscessed tooth, thus 
permitting an acute infection to flare up 
again several months later. It is to be hoped 
that such examples of lack of co-operation, 
while never very numerous, are now oc-
curing less frequently. 
In dental faculties students are now 
taught to be aware of systemic conditions 
which contraindicate dental treatment. The 
dental student is also encouraged when 
confronted with unfamiliar problems to 
consult the physician and determine what 
procedures are permissible. Opportunities 
for co-operation between the two profes-
sions are probably most evident in cleft 
palate clinics where the orthodontist and 
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surgeon can co-ordinate treatment plans. 
Routine physical examinations provide the 
physician with an excellent opportunity to 
observe the oral cavity and detect any 
gross carious lesions or malocclusions. Re-
ferred pain is common in many dental 
problems and patients experiencing it may 
present themselves first to the physician. 
Here too is an opportunity for the physic-
ian to consult the dentist. 
There is a view held by some that den-
tistry should be a specialty of medicine. 
While this is an apparently logical suggest-
ion, for practical reasons it is not likely to 
occur. Nevertheless, a closer relationship 
between the two professions is undoubtedly 
desirable. Conceivably an improvement in 
co-operation could begin at the university 
level by the use of mutual facilities for 
basic science courses. With both a medical 
and a dental faculty on the same campus, 
it should be relatively easy to give the 
students of one discipline training in the 
other. We live in an era in which greati 
stress is being placed on improving com-
munications in all facets of life, whether it 
be in the area of home life, inter-racial or 
international relations. It is to be hoped 
that this same emphasis can be brought to 
bear to also improve dental-medical co-
operation. 
THE DENTAL PROBLEM IN CANADA 
L Present State 
The precise incidence of dental disease 
in Canada has not been firmly established, 
but all available information indicates that 
the percentage of the population requiring 
dental care at any one time is exceedingly 
high. Despite this situation, only one third 
of the population receives dental treatment 
in any given year. Why does such a dis-
crepancy exist between the apparent need 
and the actual use of dental services? 
Undoubtedly one reason is the shortage of 
dentists in certain sections of the country, 
especially in the rural areas. In addition, 
apathy, ignorance, and fear probably con-
tribute to the hesitancy of a large propor-
tion of the populace to seek dental care. 
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Perhaps more especially in the case of the 
lower income groups, there is also a reluc-
tance to make use of dental services except 
in time of emergency because of the 
expense involved. However, in this con-
nection it is of note that only one third 
of those children eligible for free dental 
treatment through the Mother's Allowance 
availed themselves of dental services dur-
ing the past 4 years. 
In Canada the present ratio of dentists 
to general population is 1:3,096. The ratio 
varies from I · -:,335 in British Columbia to 
1:10,234 in :r-.,ewfoundland. In contrast, in 
the United States the present ratio is 1: 
1,900. If all the dental needs of the popu-
lation are to be met, this latter ratio must 
be more closely approached in Canada. 
Yet at the present time the total potential 
number of graduating dentists per year in 
Canada is only 338. This number is inade-
quate even to maintain the present 1:3,096 
ratio at the existing rate of population 
growth. 
2. Recommendations 
The recently published report of the 
Royal Commission on Health Services 
acknowledged the urgent need for improv-
ing the dental health of Canadians. Nearly 
one quarter of its 200 recommendations 
were concerned with the dental problem. 
To improve the dentist population ratio, 
the Commission recommended the expan-
sion of existing dental schools as well as 
the establishment of new schools at the 
Universities of laval, Ottawa, Western 
Ontario, and Saskatchewan. Certain pro-
posals were also put forth to encourage 
dentists to locate in more remote areas. To 
further expand the coverage of dental 
services, a plan, supported by the Federal 
and Provincial Treasuries, was put forth 
by which free dental work would be pro-
vided for all children under 18, expectant 
mothers, and public assistance recipients. 
In addition, the establishment of a dental 
service in all main hospitals was advised. 
To help reduce the overall need for dental 
treatment, the Commission also recom-
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mended that all community water supplies 
be fluoridated. 
An awareness has been developing with-
in the dental profession itself, that many 
of the routine facets of dentistry might be 
successfully delegated to supervised auxil-
iary personnel who would require consid-
erably less training. The growing number 
of hygienists trained in scaling and in 
prophylaxis is an indication of a trend in 
this direction. The Commission encour-
aged this trend and put forth the sugges-
tion that dental auxiliaries be given two 
year courses and be trained to prepare 
cavities and place fillings in the teeth of 
children. Such a scheme has been m 
existence in New Zealand since 1921. 
CONCLUSION 
Dental problems are vitally connected 
with the general health of the individual. 
Hence, the most effective avenues for the 
prevention and treatment of dental disease 
must not only be developed but also be 
made available for the general population. 
A greater awareness of the importance of 
good oral health and of the scope of 
dentistry is required. In addition, a greater 
supply and a more efficient use of dental 
personnel as well as a closer association 
with the other health professions are 
necessary. 
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Medicine and Religion 
Part 1-Therapeutic Abortion, Euthanasia, 
And Lobotomy: Religious Viewpoints 
The purpose of this article is to briefly 
examine three medico-moral issues and to 
present the views expressed by several 
religious groups which have established 
opinions available for publication. 
There are three important reasons why 
a doctor should examine these medico-
moral problems. Firstly, he must be famil-
iar with the beliefs held by his patients, 
(because of official position taken by that 
patient's church, or the personal convic-
tions of the patient) , in order that he may 
anticipate what will be acceptable proced-
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ures. Secondly, in the case of Roman 
Catholic hospitals, all procedures carried 
out within that hospital must be permis-
sable under Roman Catholic teaching. 
Thirdly, the doctor should have established 
his own moral or religious code in order 
that he may act consistently and with 
moral integrity when he has the opportun-
ity to make such medico-moral decisions. 
The point has been made by the moral 
theolgians that just as medical education and 
training alone produces an expert capable 
of giving valid medical opinions; likewise, 
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only special trawmg and study produces 
someone qualified to give valid moral 
opinions. Therefore, when a medico-moral 
problem arises, the moral expert should be 
the authority on the moral rightness or 
wrongness of the procedure, not the doctor 
or patient. Consensus gentium (i.e., the 
opinion of the masses, or the agreement 
of many) likewise is itself not a valid 
means of making these moral decisions. 
The balance of this article is a presentation 
of the views of several religious groups, 
and is not an attempt to present all the 
philosophical arguments not specifically 
raised by these authorities themselves. 
Euthanasia, therapeutic abortion, and 
iatrogenic personality changes have stirred 
up varying amounts of opinion within the 
churches for a great many years. For ex-
ample, the Holy See of the Roman Catholic 
church first made an official pronounce-
ment on therapeutic abortion in 1884; 
while psychosurgery is a procedure about 
which very little of an official nature has 
been said. 
THERAPEUTIC ABORTION 
Over the years it has become a great 
rarity for a situation to arise in which the 
mother's life is threatened by continuation 
of pregnancy. Dr. S. A. Cosgrove has re-
ported a series of 70,000 consecutive deliv-
eries without any need for therapeutic 
abortion on these grounds.7 At Victoria 
Hospital, London there have been no 
abortions on these grounds during the last 
eight years.8 The indications used currently 
concern maternal health, both medical and 
psychological, and the possibility of foetal 
malformations, and, in many cases the 
final decision may depend on religious 
convictions. 
The Roman Catholic position is:2 
"Direct abortion is never permitted even 
when the ultimate purpose is to save the 
life of the mother. No condition of preg-
nancy constitutes an exception to this 
prohibition. Every procedure whose sole 
immediate effect is the termination of 
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pregnancy before viability is a direct 
abortion ." 
Stress must be put on the words direct and 
sole immediate effect. These words have 
special significance with regard to the 
Roman Catholic principle of double effect. 
The principle, as its name implies, sup-
poses that an action produces two effects. 
One effect is something good which may 
be ligitimately intended; the other is an 
evil that may not be intended. An action 
is permitted if the following conditions 
are fulfilled:' 
1. The action, considered by itself and 
independently of its effects, must not 
be morally evil. 
2. The evil effect must not be the means 
of producing the good effect. 
3. The evil effect must be sincerely not 
intended, but merely tolerated. 
4. There must be proportionate reason for 
performing the action, in spite of its 
evil consequences. 
Applying these criteria to two practical 
sample situations: 
Ectopic Pregnancy-The primary problem 
is considered to be a damaged Fallopian 
tube. The action will be removal of the 
tube, a morally acceptable action, which 
produces the good effect of saving the 
mother. The evil effect is the death of the 
embryo, but this is an indirect non-intend-
ed evil effect which is therefore acceptable. 
Therapeutic abortion for psychiatric reas-
ons--The primary problem is a "detri-
mental" pregnancy. The action is removal 
of the embryo or foetus, which is a morally 
evil action by itself. The evil effect is 
killing the embryo or foetus, the good 
effect is the psychic health of the mother. 
Therefore this is using an evil means to 
gain a good effect, and it is an intended evil 
effect. Finally, there is not proportionate 
good reason for performing the action. 
From the moment of conception the 
foetus is a sacred innocent being whose 
life is inviolable. Pope Pius XII has said 
in ·regard to a life threatening situation, 
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"Besides, who can judge with certainty 
which of the two lives is in fact more 
precious? Who can know what path that 
child will follow and what heights of 
achievement and perfection he may reach? 
Two greatnesses are being compared here, 
one of them being an unknown quantity." ' 
This thinking applies even more strongly 
if the mother's life is not in danger. 
Direct removal of an embryo or foetus 
is no less murder than killing the child 
after birth. 
The Jewish opinion on therapeutic abor-
tion is less unanimous than Roman Cath-
olic. Therapeutic abortion is universally 
permitted under conditions presenting a 
definite threat to the mother's life, if it is 
carried out before the foetus reaches a 
certain stage of development or delivery. 
The disagreement is on when the embryo 
or foetus obtains a right to life equal to 
the mother's, the possibilities being at 
conception, at three month's gestation, at 
quickening, at the delivery of the head, or 
at complete delivery. The most common 
interpretation at present is that dest ruction 
or removal of the foetus is permitted (but 
only if the mother's life is in danger) any-
time before delivery of the head, or the 
greater part of the body (depending on 
the presentation) . If the child is not viable 
at birth these criteria are unnecessary. 
There is likewise disagreement about 
situations where the actual life of the 
mother is not threatened. According to 
Rabbi Rashi8 , there might be adequate 
other reasons, but these reasons are not 
detailed. Rabbi Jakobovits states,6 "-even 
the unborn child inferior as its value may 
be, does enjoy certain very sacred rights, 
and to abort it-while not constituting 
murder-is a most heinous offense except 
for reasons of the mother's safety." 
Most protestant groups do not have 
official statements on medico-moral prob-
lems, but when approached, both Anglican 
and United churches submitted opinions 
by recognized clergymen which they felt 
reflected the general opinion within their 
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church. Jehovah's Witnesses and Christian 
Scientists did not wish to make statements 
(except Jehovah's Witnesses on Euthan-
asia). The Presbyterians did not respond 
to my enquiries. 
The Right Rev. R. C. Mortimer, Angli-
can Bishop of Exeter, preached a sermon 
to the British Medical Assoc. in 1960 in 
which he agreed that if therapeutic abor-
tion were necessary to save the mother's 
life, it was justifiable.U "Equally, when 
the killing of a viable foetus is only a 
means to the preservation of a woman's 
health or reputation-such action is not 
permissable." In his judgement, therapeutic 
abortion for foetal indications is also not 
permissable, because of the uncertainty of 
the presence of the deformity and the 
human impossibility of estimating the 
potential value of even a maimed exist-
ence. A deformed foetus can not be killed 
morally any more than a deformed infant 
can be deliberately killed after birth . 
The General Council of the United 
Church approved the following statement:5 
"Christian conscience cannot approve abor-
tion, either as a means of limiting or 
spacing one's family, or a relief to an un-
married mother, because it involves the 
destruction of human life. However, if, in 
the judgement of reputable medical auth-
orities the continuation of pregnancy 
seriously endangers the physical or mental 
health of the mother, therapeutic abortion 
may be necessary." 
Rev. ]. R. Hord, Sec. of the Board of 
Evangelism and Social Service adds that 
he feels that there would be considerable 
support for the procedure for situations 
of: 
1. proven rape 
2. incest in a minor 
3. high risk of a defective child 
but rarely for psychiatric reasons and 
never for an unwanted child. The potential 
child of God must not be sacrificed with-
out adequate threat to the mother. 
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EUTHANASIA 
Euthanasia is a far more complex philos-
ophical problem and one which will be 
impossible to discuss in much detail. For 
the doctor himself there is the obvious 
contradiction in the Hippocratic Oath re 
both conserving life and relieving suffer-
ing. For society, there is the problem of 
controlling extension of the indications, if 
it were a legally acceptable procedure. For 
the patient requesting euthanasia, the ques-
tion of morality must be faced. Our pur-
pose is again primarily to outline the views 
of the churches on the subject, and avoid 
a detailed comparison of philosophical 
arguments. 
Roman Catholic Directive 21 is: 2 
"Euthanasia (mercy killing) in all its 
forms is forb idden." 
The forms referred to are three; volun-
tary for incurable suffering, routinely for 
mental defectives and others incapable of 
making the request, compulsory for those 
who are a burden on society. These all 
involve the sin of suicide, or murder, or 
a combination of both. However, Directive 
23 reads: 
"It is not euthanasia to give a dying person 
sedatives merely for the alleviation of 
pain, even to the extent of depriving the 
patient of the use of sense and reason, 
when this extreme measure is judged 
necessary. Such sedatives should not be 
given before the patient is properly pre-
pared for death-; nor should they be 
given to patients who are willing and able 
to endure their sufferings for spiritual 
motives." 
The Holy See in 1940 and Pope Pius 
XII in 1943 both emphasized that euthan-
asia, whether requ ired by civil law or not, 
is against the nautral and divine law 
(Exodus, 27:7 and Daniel, 13:53) .7 
( G. Kelly in Medico-Moral Problems, 
chapter 16, presents many arguments and 
references for those interested in a thor-
ough discussion of the Roman Catholic 
position.) 
The Jewish teaching is based on the 
principle that each human life is infinite 
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in value and therefore incapable of human 
measurement. It follows then that each frac-
tion of it is likewise infinite in value, even 
if only a split second. Murder is a crime 
quite independent of the life expectancy of 
the victim. "Either the shriveled patient on 
his deathbed has exactly the same value and 
the same title to life as the healthiest and 
socially most precious individual- because 
both lives are equally infinite in value--or 
we open the doors to a system of grading 
in which the interests of the state, or of 
health, or other considerations will deter-
mine who shall live and who shall die."8 
Voluntary or involuntary, euthanasia to re-
lieve suffering or for any other reason is 
never condoned by Judaism. 
The other three churches which responded 
wish to distinguish between euthanasia as 
the direct killing of a patient, and the unnec-
essary prolongation of life by extraordinary 
means. The Anglican and United Church 
views are again those of individuals ex-
pressing their impression of the consensus 
within their church, rather than official 
statements. 
The Anglican Church considers euthan-
asia to be murder, although dissenting 
Churchmen exist. 11 If doctors or others 
were able to take it on themselves to sug-
gest or administer euthanasia, the relation-
ship of trust between doctor and patient 
would be destroyed ; as well as completely 
changing the ethos of hospitals. 
It is the duty of the doctor to do his 
utmost to relieve pain, even if the large 
doses of analgesia required eventually will 
be fatal. The aim is not the death of the 
patient and death is then an acceptable 
The Church believes in addition that the 
doctor is not obliged to use "extraordinary 
means" to preserve life. (The problem 
then arises for the doctor at to what con-
stitutes extraordinary means.) "Extraordin-
ary means are means which involve very 
great expense, inconvenience or hard-
ship ... " "Such extraordinary means of 
preserving life should only be used where 
there is a reasonable hope of recovery 
from the disease and where some benefit 
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of happiness is conferred upon the patient 
other than the mere prolongation of his 
bare existence." 11 
Rev. Hord of the United Church5 states 
that the taking of human life under any 
circumstance is opposed to the will of 
God as expressed in the Sixth Command-
ment. The decision as to when a case is 
hopeless is very difficult and therefore 
the guiding principle must be, "As long 
as there's life, there's hope". Innocent suf-
fering is not sufficient reason for euthan-
asia because suffering serves enobling and 
salvationary purposes. He also raises the 
problem of control and extension. 
On the subject of unduly prolonging 
life, presumably under such circumstances 
as terminal coma, Rev. Hord feels that 
there may be room for discussion, but he 
did not wish to express his own views 
further. 
Jehovah 's Witnesses take a very similar 
view.' God's Word is explicit that taking 
of human life is forbidden , and since suf-
fering is not itself life's greatest evil, this 
law cannot be broken even in the face of 
suffering. But at the same time, it is not 
required that extraordinary means be em-
ployed which just stretch out the dying 
process and make it more costly. 
lA TROGENIC PERSONALITY 
CHANGES 
This heading refers primarily to pre-
frontal lobotomy. It has been suggested 
that this psycho-surgical technique, used to 
treat psychiatric disorders and sometimes 
for "relief" of pain, violates the sanctity 
of the personality. The operation has de-
creased in popularity and in fact, it was 
difficult to find many religious views on 
the matter. Only the Roman Catholic 
Church has an official statement:2 
"Lobotomy and similar operations are mor-
ally justified when medically indicated as 
the proper treatment of serious mental 
illness or intractable pain. In each case the 
welfare of the patient himself, considered 
as a person, must be the determining 
factor. These operations are not justifiable 
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when less extreme remedies are readily 
avai lable or in cases in which the probabil-
ity of harm to the patient outweighs the 
hope of benefit for him." 
The choice of lobotomy as treatment 
must always be based on the best interests 
of the patient.7 It must not, for example, 
be done solely to make the patient more 
manageable or to reduce the work of those 
looking after him . This would be a lack of 
appreciation of the dignity of the patient 
as a person . 
Rev. Hord (United Church) feels that 
if the operation did not have obvious and 
almost guaranteed beneficial results, it 
could not be justified. But if it allowed 
correction of "mental weakness or delin-
uent behaviour" the good end would allow 
the use of this permanent procedure.5 
SUMMARY 
It is important that the doctor be aware 
of h is own and his patients' religious con-
victions concerning many medico-moral 
problems, in order that he may satisfac-
torily meet these moral obligations. The 
views of Roman Catholic, Jewish, and 
certain Protestant faiths are presented on 
the subjects of therapeutic abortion, euth-
anasia, and lobotomy. 
My thanks to Dr. L. L. deVeber for his 
criticisms and suggestions. 
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The Christian Science 
View of Medicine 
Origin 
T he Christian Science religion was 
founded by Mary Baker Eddy in 1821 in 
New Hampshire. She was raised in the 
Congregational Church. Mrs. Eddy was 
constantly troubled by poor health, and 
was attracted to the teachings of Dr. 
Phineas Quimby, a self-styled physician, 
who professed to cure the sick through 
hypnotism. Mrs. Eddy learned how to cure 
certain diseases from Dr. Quimby and she 
soon opened up rooms for healing where 
she practised her newly acquired art. Dur-
ing the following years she developed her 
theory of Christian Science which was 
destined to make her world-famous and in 
1875 she published "Science and Health, 
tuith Key to the Scriptrtres." From this time 
to her death the Christian Science Church 
rose in popularity. The teachings of 
Christian Science are set forth in this book. 
The book has been given a place in Christ-
ian Science churches comparable to the 
place the Bible has in the rest of Christen-
dom and it is read along with the bible. 
It is regarded as infallible, although 500 
editions have been published, all contain-
ing corrections and alterations. Mrs. Eddy 
alone is the supreme teacher of Christian 
Science doctrine. The sect has no minis-
ters, but lay readers, who read passages 
from "Science and Health", at the services 
of W orship, along with other commentar-
ies published by the editorial board of the 
Mother Church in Boston. 
D octrine 
This religion like Hinduism, asserts that 
God is All. By this they mean that every-
thing that exists finds its origin in the 
being of God. Everything that exists is 
animated by the presence of God. It is 
only our mortal minds which keep us from 
the truth that God is All. Since God is All, 
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and Spirit, there can be no such thing as 
matter, sickness, sin, pain or death . These 
are delusions. A statement of the nature 
of God as understood by Christian Science, 
is expressed in Science and Health. 
" 1. God is AU-in-all. 
2. God is good. God is Mind . 
3. God, Spirit, being all, nothing is 
matter. 
4. Life, God, omnipotent good, deny 
death, evil, sin, disease.- D isease, 
sin, evil, death, deny good, omni-
potent God, Life." 
Christian Science 
and Medicine 
Christian Science makes its greatest 
appeal to the public on the plane of heal-
ing. It is religion of healing by the fact 
that the existence of sickness is denied. It 
teaches that all pain and suffering are 
merely the delusions of mortal minds and 
therefore non-existent. The power of mind 
is able to overcome the illusion of matter, 
pain, suffering, sin and death. 
Christian Science has had its greatest 
healing successes in the realm of functional 
disorders. Its cures operate chiefly in the 
regions responsible to suggestion. In dis-
cussing the origin of pain, Science and 
Health says: 
You say a boil is painful; but · that is 
impossible, for matter without mind 
is not painful. The boil simply mani-
fests, through inflammation and swel-
ling, a ~elief in pain, and this belief 
is called a boil. 
In "Science and Health'', at the begin-
ning of the section where medicine is dis-
cussed, the first two paragraphs outline 
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the basic Christian Science attitude towards 
medicine, drugs and hygiene. 
"What was first, Mind or Medicine? 
If the mind was first, and self-existent, 
then mind, not matter, must have 
been the first medicine. God being 
Ali-in-all, He made medicine; but that 
medicine was mind. It could not have 
been matter, which departs from the 
nature and character of Mind, God. 
It is plain that God does not employ 
drugs or hygiene, nor provide them 
for human use; else Jesus would have 
recommended and employed them in 
his healing. The sick are more deplor-
ably lost than the sinning for the sick 
cannot rely on God for help and the 
sinning can. The divine mind never 
called matter medicine, and matter re-
quired a material and human belief 
before it could be considered as medi-
cine." 
Mrs. Eddy also expressed her opinion 
about the role of medical practitioners in 
our society. She says, 
The ordinary practitioner, examining 
bodily symptoms, telling the patient 
that he is sick, and treating the case 
according to his physical diagnosis, 
would naturally induce the very dis-
ease he is trying to cure even if it 
were not already determined by mortal 
mind. 
Finally, in the section on medicine, Mary 
Baker Eddy expresses her philosophy on 
death. 
If you or I should appear to die, we 
should not be dead. The seeming de-
crease, caused by a majority of human 
beliefs that man must die, or produced 
by mental assassins, does not in the 
least disprove Christian Science; rather 
does it evidence the truth of its basic 
proposition that mortal thoughts in 
belief rule the materiality miscalled 
life in the body or in matter. But the 
forever fact remains paramount that 
Life, Truth, and Love save from sin, 
disease and death. 
MAY, 1965 
BLOOD TRANSFUSIONS IN 
JEHOVAH'S WITNESSES 
ORIGIN AND DEVELOPEMENT 
John Lamont, '66 
The Jehovah's W itness Church, like the 
Mormon and Christian Science Churches, 
had its beginning in the New England 
States. Charles T . Russell broke away from 
the Congregational Church, in which be 
had been raised, because he objected to the 
doctrine of eternal punishment. 
Jehovah's W itness began as "Millenia! 
Dawn" in 1872 in Alleghany, Pennsyl-
vania, under Russell. In 1884 the sect 
changed its name to "Z ion's W atch Tower 
Society." In 1909 it moved its headquarters 
to Brooklyn, New York where it was 
known as the "People's Pulpit Associa-
tion." When it spread to England five 
years later it was known as the "Inter-
national Bible Students .Association." In 
1931 at a worldwide convention held in 
Columbus, Ohio, the name was changed to 
"Jehovah's Witnesses". 
Russell 's following grew until in 1878 
the Watch Tower paper circulated 45,000 
copies a month. He wrote a six volume 
commentary on the Scriptures, "Studies in 
the Scriptures", which sold millions of 
copies. Russell also held absolute control 
over all aspects of the Watch Tower 
Society. He died in 1916 and was succeed-
ed by one Judge Rutherford, a brilliant 
lawyer and pupil of Russell. Rutherford 
was absolute ruler of the sect from 1916 
to 1942. Since 1942 the Witnesses have 
been ruled by a Board of Governors who 
have complete control over all matters. 
Nathan Knorr is the present president who 
succeeded Rutherford in 1942. 
The organization is divided into regions 
with zoned and local societies. The leaders 
take military titles much like the officers 
of the Salvation Army. The meeting place 
is called the Kindom Hall where the society 
of less than 200 is called a "company". 
They bold informal services at which 





The Witnesses claim to be the only true 
interpreters of the Bible, and their inter-
pretations are based directly on writings 
of Rutherford and Russell. The movement 
regards itself infallible in all its teachings 
and administration. In the Watch Tower 
the editor wrote "Who can doubt that the 
Lord of the harvest is at the helm and 
steering Zion homeward through the in-
strumentality of the Watch Tower Bible 
and Tract Society, the only divine reposi-
tory". 
Witnesses and Medicine 
The witnesses oppose some of the bene-
fits of medical science because they say 
receiving blood transfusions is against the 
laws of God. 
In an article discussing this subject in 
December 1960 edition of Canadian Doctor, 
W . Glen How, Q.C., points out the beliefs 
of the witnesses and how doctors should 
treat such cases. 
The strongest stand is made against this 
sect when the life of a child could be 
saved by administration of blood but the 
beliefs of the child's parents prevent this 
type of medical care. 
In respect to the court charge of child 
neglect against Witnesses who won't allow 
their children to be transfused, Mr. How 
says: 
"Parents will make some mistakes and 
children will die, but the genius of 
our law over the centuries leaves this 
responsibility with the parents. They 
will suffer more from such errors, and 
therefore are those who will give the 
greatest love, thought and attention 
to the welfare of their own children." 
In support of this minority group's firm 
stand against transfusion he presents the 
following quotes upon which their beliefs 
are based. 
"Tertullian, a famous Christian, of 
the second century, states, in addres-
sing the Romans about their persecu-
tion of Christians by making them 
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consume blood : Let your error blush 
before the Christians, for we do not 
include even animals' blood in our 
natural diet. We abstain on that ac-
count from things strangled or that 
die of themselves, that we may not in 
any way be polluted by blood, even if 
it is buried in the meat. Finally, when 
you are testing Christians, you offer 
them sausages full of blood; you are 
thoroughly aware, of course, that 
among them it is forbidden ; but you 
want to make them transgress." 
Acts 15, V28, 29. 
"For it seemed good to the Holy 
Ghost, and to us (apostles) to lay up-
on you no greater burden than these 
necessary things; that ye abstain from 
meats offered to idols, and from 
blood, and from things strangled and 
from fornication . 
Gen. 9. V3-6. Instructions to Noah. 
"Every living thing shall be meat for 
you . . . But flesh with the life there-
of, which is the blood thereof, shall 
ye not eat . . . Whoso sheddeth man's 
blood, by man shall his blood be shed. 
Leviticus 17:14 
"For it is the life of all flesh ; 
the blood of it is for the life thereof, 
therefore I say onto the children of 
Israel, Y e shall eat the blood of no 
manner of flesh : for the life of all 
flesh is the blood thereof : whosoever 
eateth it shall be cut off." 
V 3. "And whosoever man . . . who 
taketh in hunting any beast or bird 
that may be eaten; he shall pour out 
the blood thereof and cover it with 
dust. 
Deut. 12:23 
"Only be sure that thou eat not the 
blood; for the blood is the life, and 
thou shalt not eat the life with the 
flesh . Thou shalt not eat it; thou 
shalt pour it upon the earth as water." 
In conclusion, the Jehovah Witnesses 
reject blood transfusion on the basis of 
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their interpretation of Holy Scriptures but 
find no fault with accepting any other 
form of medical care. 
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Post Mortem Preparation 
In the light of increasing interest of 
writers, radio, television and the general 
public in The High Cost of Dying, this 
article describes the steps taken by a 
funeral director to prepare a corpse for 
public viewing. This description deals with 
the preparation for a North American 
Christian funeral. 
Cleansing 
The first step of the preparation is a 
complete cleaning of the body, including 
the hair. Bodies of males are given a shave 
and a haircut when necessary. 
Setting the Features 
The second step is setting the features . 
The eyes are closed by semi-circular 
caps which fit the convexity of the eyeball. 
This cap is perforated from the concave 
surface outward so that the perforations 
grip the inside of the eyelid and hold the 
lids together. A small amount of adhesive 
glue is sometimes used to secure the lids 
in place. The jaw is next secured in a 
closed position by a simple wire suture 
stapled through each of the upper and 
lower jaws. The ends of the wires are 
twisted together until the opposing sur-
faces of the teeth are together. 
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Because the cheeks tend to sink, they 
are filled out with cotton fluffs, or with 
a putty-like substance. This pliable mater-
ial is an antidehydrant material and is put 
in place by means of a small calking gun 
placed between the teeth and the buccal 
membrane. The compound can now be 
moulded into the natural shape of the 
cheek. This compound is also used in the 
edentulous corpse when dentures are not 
available. At this time the body is placed 
in the position it will have when it is in 
the casket. 
Embalming 
The embalming is accomplished via the 
arterial vasculature. Fluid is pumped into 
the body under pressure. The "Turner 
Electric Pressure Embalming Machine" is 
used. On this machine the pressure of the 
fluid and rate of flow can be regulated . 
The maximum pressure of this machine 
is 60 lbs. per square inch although pres-
sures above 30 lbs. are seldom used The 
normal pressure required is 5 lbs. per 
square inch. 
In the normal body, a 2 inch incision is 
made along the clavicle. A long, large 
needle is put into the Aorta and fluid is 
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injected downward. After 80-100 ounces 
are injected the Jugular vein is opened 
and held open by a pair of long straight 
forceps . The forceps are also used to re-
move clots as the fluid circulates and dis-
places the blood. The Aorta is then tied 
off below the needle so that the head and 
neck can be permeated with the fluid. 
When this is completed the Aorta is tied 
off above the needle and the needle is 
removed. 
The first fluid to be injected is a salt-
base pre-embalming fluid which flushes 
out the vasculature. This is used first 
because formalin tends to form and set 
clots. The actual embalming fluid is 
"Formalin Base Arterial Chemical". It is 
mixed with water in the cone. of 3 fluid 
ounces to ¥2 gallon of water. Cone. of 5 
ounces per :Y2 gallons or 7 ounces per ¥2 
gallon of water are also used. The cone. of 
formalin base chemical used increases as 
the condition of the body worsens. In 
bodies that have undergone autopsy, the 
Subclavian, Femoral and Carotid arteries 
are injected individually and tied off. 
At this point the exposed surfaces of the 
body are covered with Kalon Cream. This 
cream acts as a base for cosmetics to be 
applied later and it prevents evaporation 
of fluid from the skin. 
Special Preparations 
The fourth step is special preparations. 
If any artery is difficult to push fluid 
through, it is raised through an incision 
and fluid is injected down into that 
individual artery. 
If any artery is broken or removed the 
tissues are injected locally with the form-
alin fluid by means of a hypodermic 
needle. 
If tissue gas is present special fluids are 
injected locally, or systemically depending 
on the extent of the gas ,to kill bacteria. 
If the body has fluid present in the 
thorax, or abdomen, the cavity is opened 
and the fluid removed by aspiration. 
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Emaciation of the body is easily over-
come by local hypodermic injection of a 
tissue building fluid called "Tissue Filler" . 
This fluid is mixed with one third , by 
volume, of formalin base for fixing. 
The eye is injected from the nasal side 
and the neck, cheek, and temple are in-
jected at the point where tissue bluiding is 
needed. 
In autopsy cases the abdominal and 
thoracic cavities are sprinkled with "Cavity 
Fluid" to prevent the growth of organisms 
then a vermiculate base is sprinkled in the 
cavity to harden the cavity walls. The 
cavity is then filled with the viscera. If 
viscera are not present, cotton packing is 
placed in the body cavity. 
The body is then dressed. If the body is 
female, the hair is curled at this point. 
Cosmetics 
The final step is the application of 
cosmetics. The cosmetics are used sparing-
ly. They give the body the proper flesh 
tone according to its age, sex, and colour 
of hair. 
A basic cream is first applied. This is a 
pink ivory colour. On top of this is a 
blending cream which can be various 
shades of rose to walnut. Powder is applied 
with a brush over the creams. White, tan, 
or pink powder is used and acts to fix the 
cosmetics and remove the shine. 
Finally the body is placed in the casket 
and it is now ready for public viewing. 
Jewish Funerals 
In the case of Jewish Funerals in Lon-
don, Ontario, Orthodox traditions are 
followed so that the casket is closed and 
burial takes place within twenty-four hours 
after death The body is prepared in private 
by a committee of 6 members of the Jewish 
Community. This committee consists of 
either males or females according to the 
sex of the body. Hecva Kadishah is the 
name of such a committee that prepares 
the body and places it in a shroud. The 
body is not embalmed. 
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In some centres in Canada, Orthodox 
Jewish tradition is not followed, and the 
body may be on view two to three days. 
Moslem Funeral 
The preparations for Moslem funerals 
are basically the same as the the prepar-
Book Reviews 
MANUAL OF MEDICAL THERAPEU-
TICS. Editors Robert C. Packman, M.D. 
and R. D. Utiger, M.D., Dept. of Medi-
cine, Washington University School of 
Medicine, St. Louis, Missouri. 17th Edition. 
Wirebound, 14x21cm, 7:262:9pp. Boston: 
Little, Brown & Co. distributed in Canada 
by J. B. Lippincott Co. of Canada Ltd., 
1964, 5.00. 
Occassionally one encounters a book 
which is truly useful to the medical student 
and interne. This is such a book. It repre-
sents a summary of the Therapeutic course 
at the Washington University School of 
Medicine. The material is organized into 
18 chapters which cover the whole range 
of medical practice beginning with Gen-
eral Care of the patient in hospital (fluids, 
diet, activity) to Medical Emergencies 
(shock, pulmonary edema, etc.) . For ex-
ample, the treatment of myocardial in-
farction is described under the following 
headings-General Measures, Rest, Diet, 
Bowel Care, Control of Pain, Sedation, 
Oxygen, Complications and Anti-coagula-
tion. Each section in turn describes drugs 
used and their indications, dosages, side 
effects and required lab work. There is an 
appendix containing trade names and their 
generic equivalents. An excellent cross-
referenced index completes it. This book 
should be used by every medical student 
and deserves unreserved recommendation, 
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ations for Christian funerals except that 
when the body is placed on view, it is 
always positioned facing the east. 
The author wishes to express special 
thanks to James A. Harris and Logan 
Funeral Homes, London, and to Dr. J. T . 
Hamilton. 
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not only for its dear and concise organ-
ization, but for its unparalleled practical 
value for any ward work. 
ELECTROCARDIOGRAPIDC NOTE-
BOOK. By M. Irene Ferrer, M.D., Associ-
ate Professor of Clinical Medicine, Dept. 
of Medicine, Columbia University College 
of Physicians & Surgeons. Second Edition. 
Paperback, 112 pp. with many SCG illus-
trations. New York: Hoeber Medical Div-
ision, Harper & Row, Publishers Inc. 1964, 
2.75. 
This little book is well written and is 
intended to serve "as a summary of some 
electrocardiographic information useful to 
the beginner in the field" It consists of an 
adequate but brief discussion of The Nor-
mal Tracing which includes normal values 
for ECG. in adults and also a small section 
on the ECG in normal children. Consider-
ation of Abnormal states of the myocard-
ium occupies the major part of the book. 
This section covers atrial and ventricular 
disturbances, drug and electrolyte effects, 
conduction disturbances and cardiac ar-
rhytmias. At the end of this section 31 
different electrocardiographic tracings am-
ply illustrate the more common abnormal 
states. The price is quite reasonable at 
2.75 and is recommended as a useful aid 
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Student Research 
HEMOLYTIC DISEASE OF THE 
NEWBORN 
The first major advance in treating this 
disease was exchange transfusion of babies 
at birth. The next advance was the use of 
early induction of labour to forstall still-
birth or a seriously diseased baby. Timing 
of the premature induction of labour 
presented a severe problem. The past his-
tory was important particularly if an early 
stillbirth had been proved and also anti -
body titres in a first sensitized pregnancy. 
The situation was further complicated 
where the father was heterozygous for the 
Rh factor so that an Rh negative baby 
might be possible. Early induction of 
labour carries the hazzards of prematurity 
which might be greater than the Rh disease 
itself. 
A further advance in the management 
of Rh cases came with the spectrophoto-
metric analysis of amniotic fluid obtained 
by amniocentesis. In this procedure the 
amniotic fluid surrounding the baby is 
withdrawn by needle aspiration and exam-
ined at various wave-lengths for optical 
density. The more severe the disease in 
the fetus the higher the optical density 
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reading at 450 mu. A graph has been 
prepared based on many hundreds of cases 
so that the condition of the baby may be 
predicted at various stages of gestation 
based on the amniotic fluid readings. 
This analysis has made the decision for 
induction of labour much easier as it will 
not only indicate affected babies in the 
case of an heterozygous father but also 
gives some indication of the degree of 
disease. However, in spite of the refined 
use of premature induction of labour still-
births and neonatal deaths occurring before 
34 weeks were considered untreatable. 
The next major advance was the use of 
intrauterine intraperitoneal transfusions. 
In this technique blood is introduced into 
the peritoneal cavity of the baby under 
x-ray guidance and the anaemia from 
which the baby dies can be delayed or even 
prevented in some cases. It has been found 
necessary to begin this procedure early 
in gestation and use large amounts of 
packed Rh negative cells at weekly inter-
vals In some cases where 3 or 4 intra-
uterine transfusions were carried out the 
baby was found to be completedy replaced 
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with donor cells at birth. This can be 
proved by the acid elution technique which 
will detect very small amounts of foetal 
blood. Cases studied have showed less than 
one percent of foetal cells at delivery, the 
rest of the baby's blood consisting of Rh 
negative adult cells. 
A further approach to the Rh problem 
is an attempt to prevent Rh sensitization. 
The acid elution technique has revealed 
that about 36% of 33 women studied in 
the last trimester of pregnancy showed 
small amounts of foetal cells in the circu-
lation. This confirms other studies during 
pregnancy which have shown as h igh as 
a 50% incidence of foetal maternal trans-
fusion. Since the first baby is rarely if ever 
affected in Rh incompatibility and since 
larger amounts of foetal blood are often 
detected after delivery it is thought that 
the foetal-maternal transfusion at delivery 
may be the critical factor in the develop-
ment of Rh antibodies. The presence of 
naturally acquired anti-A and anti-B anti-
bodies in a group 0 Rh negative mother 
has been known for many years to protect 
against sensitization by A orB, Rh positive 
babies. It is assumed that these antibodies 
destroy the foetal cells before they can 
produce Rh sensitization. Similar results 
have been obtained in Rh negative human 
volunteers using injections of Rh positive 
cells followed by injection with anti-D 
plasma. It was found that patients injected 
with anti-D plasma did not develop anti-
bodies where as the the unprotected volun-
teers in a large percent of the cases were 
sensitized . Therefore, if the foetal maternal 
transfusion at delivery is a critical factor in 
Rh sensitization it might be possible to 
prevent this by injections of anti-D at 
delivery in women showing significant 
amounts of foetal blood in the circulation. 
Use of the fluorescent antibody technique 
will confirm that these are Rh positive 
cel ls as well as being of foetal origin. 
Another use of the acid elution tech-
nique was in the diagnosis of a case of 
neonatal anaemia, where a baby died with 
a cord heamoglobin of 4 gm.% and no 
evidence of blood group incompatibility. 
The mother's blood showed 7% foetal cells 
by the acid elution technique and it was 
apparent that the baby had bled into the 
mother. A further use of this technique 
was the progress of an exchange transfus-
ion as followed by measuring the percent-
age of foetal celfs in 20 cc. samples. Before 
exchange in one case there were 97.2 % 
foetal cells in the full term baby ; after 100 
cc. of exchange blood 21.4% foetal cells 
remained , after 200 cc. 7.8 %, after 400 cc. 
1.4% foetal cells. Even allowing for the 
dead space in the tubing this study indi-
cates that the earlier part of the exchange 
transfusion was much more efficient than 
had been previously suspected. 
I wish to thank D C: L. L. De Veber for 
his help in the preparation of this article. 
Christina DeJonge, '66 
''He edged the surgeon's knife with healing and drove the devils of _pyemia 
and gangrene ott/ of hospital wards. Lister did more for the reltef of suff ermg, for 
semrity of life, for prevention of anxiety, for promotion of happmess than any one 
ma11 who has trod this earth". 
St. Clair Thomson 
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TRISTAN DA CUNHA: 
A STUDY OF ISOLATION 
Dr. Harold E. Lewis of the Human 
Physiology Division of the Medical Re-
search Council gave this talk at Medical 
Staff Rounds in Victoria Hospital on 
March 13, 1965. 
When Napoleon was exiled for the sec-
ond time to the lonely island of St. Helena, 
the British feared that the French would 
mount a rescue attempt. Realizing that the 
island of Tristan da Cunha was the most 
likely stopping point for any warship, they 
placed on that island a garrison which re-
mained there until 1821, the year of 
Napoleon's death. The garrison was dis-
banded, but one man, Corporal William 
Glass, requested, and was granted permis-
sion to remain on the island with his 
Hottentot wife and heir child. He did not 
feel that he could go back to the censure 
of the Dutch colonists in Capetown, and 
elected to remain on Tristan da Cunha. 
Within the next few years, the island 
gained another family and several cast-
aways from wrecked ships. The number of 
men being excessive, three women - a 
mother, her daughter, and sister, were 
imported to satisfy that need. Thus, the 
original colony began with a population 
of fifteen persons, and a firm basis for 
consanguinity. Today the population is 
270 people, divided into 70 family groups 
with only 7 surnames. 
The early settlers lived mainly from 
barter with the occasional ship which stop-
ped at the lonely, but strategic island. 
Their agriculture was then, and still is, quite 
primitive and the colony nearly starved on 
a number of occasions. During the Second 
World War, the island was garrisoned by 
a mixed group of Britons and South 
Mricans, bringing considerable business to 
the islanders. J\fter the war, a fish-freezing 
plant was set up on the island and provid-
ed the main source of income until 1961. 
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In 1961, the volcano on the island 
erupted, and with great selectivity, totally 
obliterated the fish-freezing plant, sparing 
most of the houses, all of which are locat-
ed on a very small neck of relatively hori-
zontal land at the northwest end of the 
island. The people had no livelihood and 
were evacuated from the island, first to 
Capetown and then to England, where 
they were housed in an old RAF camp. It 
was in Britain that it was realized that 
here was an amazing opportunity to study 
a unique people, and the Medical Research 
Council responded to the challenge. 
The study which was initiated in 1961 
is still being carried on; it has been ap-
proched from many aspects: ecological, 
sociological, biological, and medical. Dr. 
Lewis had little enough time, and there-
fore, concentrated mainly on the medical 
aspects of the study. 
A long-existent myth concerning the 
superior health of theislanders, has been 
exploded by this study. Among other 
things, these people were infested with 
roundworms and other parasites ; 50% had 
a peculiar variety of chronic asthma; they 
had very little resistance to the common 
upper respiratory infections, and their 
teeth, which, as part of the myth had been 
reported to be excellent, were in a dread-
ful state. A thorough clinical examination 
of all the islanders was made; certainly 
some treatable disease was found, but the 
major result of the examination was the 
discovery of genetic oddities and the ef-
fects of inbreeding on these people. 
Actually, D r. Lewis said, a genetic study 
was of paramount importance, the true key 
to practically the whole of the project. 
Fortunately, this study was available. In 
1942, the wartime doctor on the island had 
prepared, strictly as a hobby, a detailed 
family tree of the whole population. He 
had kept this work until 1961, when he 
heard of the study and asked "quite dif-
fidently" if it would be of any value. 
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Here, indeed, was the ke}, and the geneal-
ogy when studied, was found to be "of 
frightening complexity". 
The islanders were found to have some 
odd congenjtaJ abnormalities ; peculiar to 
them are a high arched palate and mal-
formed fingers, so often associated with 
mental dullness as to be considered a syn-
drome. Also, the incidence of retinitis 
pigmentosa was found to be very high ; 
two were blind and two had the early 
findings. Apparently, the gene was brought 
in by one of the first settlers and , in that 
closed community, was not lost, as it 
would be in a large population ; thus, that 
gene is very common on the island today. 
Regarding the prevalence of asthma, it 
was speculated that some allergen might 
be responsible. A Royal Society expedition 
sent to the island in the absence of the 
islanders was asked to bring back every 
conceivable allergen on the island. Solu-
tions were made and when the people were 
tested, all of them were found to be weak-
ly positive with respect to practically all 
the allergens. That particular study was 
concluded with the rather lame statement 
that these people must have "weak lungs" . 
The challenge to the researchers now is to 
study the respiratory dynamics of the is-
landers, to discover whether one of the 
lung parameters might be sufficiently weak 
to cause the bronchospasm. 
The islanders were rather ill during 
their first winter in Britain because of their 
susceptibility to upper respiratory infec-
tions. Several of the older people (all over 
70) died that winter and autopsies per-
formed on these people showed that they 
had died of bronchopneumonia. The clin-
ical diagnosis was the same, but, incidently, 
the pathologists found that these people 
had the arteries of individuals in their 
thirties; in fact, the whole populace seem-
ed to be spared from the degenerative 
vascular diseases. As a point of interest, 
the people usually live to a ripe old age, 
unless subjected to some overwheJmjng 
t rauma. Research is being done on this 
aspect, against some resistance from the 
people who are rather ashamed of their 
humble way of life. Observation of their 
eating habits in England showed that they 
vo luntarily ate 1500-1600 Cal.jday, far 
less than the intake of the average Briton. 
More research is being done on their 
eating habits, energy expenditure and rest-
ing metabolic rates. 
Dental studies showed that gross deter-
ioration began with the introduction of 
modern sugary foods to the island, and , 
for the cynics, it also coincided with the 
introduction of the toothbrush in 1934. 
The speech of the islanders is old-fash-
iened (referred to Nelsonian by some) , 
basically the English of the early settlers 
with some overtones of American and 
South African speech. Further linguistic 
stud ies are under way. 
The basic problem for the researchers, 
according to Dr. Lewis, was to determine 
the adaptations made to the unusual envir-
onment on the island; the point is, how-
ever, that many of these adaptions are so 
subtle that they are impossible to det'!rrnine. 
In conclusion, Dr. Lewis felt that the real 
value of the study will be in using the 
community on Tristan du Cunha as a 
control to determine what modern society 
has done to man. 
J. Paul Newell, '66 
"Put off your imagination as yo11 take off your overcoat, when you enter the 
laboratory; but put it on again, as you put on your overcoat whm you leave the labor-
atory''. 
Claude Bernard 
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Class of 1904 
Dr. John A. Agnew-deceased. 
Dr. Winfred Anderson, Wardlow, Alberta. 
Interned at St. Joheph's Hospital, lon-
don . He was a member of the Council of 
Alberta College of Physicians and Sur-
geons. He is married and has three 
children . 
Dr. George Campbell-deceased. 
Dr. Spurgeon Campbell-deceased. 
Dr. John G. Gunn-deceased. 
Dr. Wm. H. Keen-deceased. 
Dr. John T. lefevre-deceased. 
Dr. George R. luton-deceased. 
Dr. Chester F. McGuffin-deceased. 
Dr. Alexander McMillan-deceased. 
Class of 1909 
Dr. H. Clive Alley-deceased 
Dr. James 1. Anderson-deceased. 
Dr. Gideon 0. Barclay-deceased. 
Dr. R. J. Barrett-deceased. 
Dr. W. E. Bavis-deceased. 
Dr. Clarence E. Brown-deceased. 
Dr. J. A. Butterwick-deceased. 
Dr. R. C. Carrot-deceased 
Dr. A. W. Chamberlain-deceased. 
Dr. J. R. N. Childs-deceased. 
Dr. Stuart M. Fisher-deceased. 
Dr. Nelson George-deceased. 
Dr. Wm. Gillespie-deceased. 
Dr. Roderick J. Gordon, resides at 866 
Wellington St., London, Ont. In 1911 
and 1913 he did post-graduate work in 
Chicago. He went overseas with the 
Imperial Army in 1915 and served in 
France with the Field Ambulance. After 
returning from Europe he studied elec-
trocardiography with D r. Frank Wilson 
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Dr. Daniel McMillan-deceased . 
Dr. Adrian J. Menard-deceased. 
Dr. F. B. Patterson-deceased. 
Dr. John H. Ross, 6901 Pine Tree lane, 
lake Park Shores, West Palm Beach, 
Florida. 
Dr. Albert W. Sage-deceased . 
Dr. C. 0. E. Smith-deceased. 
Dr. Edward Spence, 545 King St., london, 
Ont. Between 1913 and 1920 he was an 
Instructor in Clinical Medicine at the 
University of Western Ontario. 
Dr. Henry G. Taylor-deceased . 
Dr. Allison Turner-deceased. 
Dr. J. A. Wright, 385 Dufferin Ave., 
london, Ontario. 
at Ann Arbor, Michigan. He worked at 
St. Joseph's Hospital in london as an 
electrocardiologist for some time and 
then became a medical advisor to the 
Canadian Pension Commission. He was 
made medical examiner for london, and 
in 1944 was appointed as a Commis-
sioner. 
Dr. Gordon's first wife, Madeline Bow-
man, was the daughter of Dr. ]. H. 
Bowman who was on the teaching staff 
of the U.W.O. Medical School when it 
first opened. She died in 1927. In 1933 
Dr. Gordon married Isobel Tanton who 
was Dean of Women and Assistant Reg-
istrar at U.W.O. His daughter Sheila, 
married Dr. Angus Mclachlin. 
Dr. E. F. Jeffries-deceased. 
Dr. J. E. Kidd-deceased. 
Dr. W. M. lancaster-deceased. 
Dr. Harry C. 1. lindsey-deceased. 
Dr. W. E. lutton-deceased. 
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Dr. Reginald A. Matthews-deceased. 
Dr. Herman C. McCaul, Princeton, Ont. 
Dr. A. E. McCarty-deceased. 
Dr. J. MacLean, Wellandport, Ont. 
Dr. Thomas R. Phipps-deceased . 
Dr. Paul M. Poisson resides at 120 Ste 
Rose, Riverside, Ont. He served as a 
member of the Provincial Legislature 
from 1926-1934. 
Class of 1949 
Dr. Robert Bissonnette, Jr., R.R. 5, Strat-
for, is married to Margaret Smith (A 
'49). 
Dr. John H. Blair, 11 Greenbrook Drive, 
Toronto 15, Oat., interned at Hamilton 
General Hospital and received his Spec-
ialist Certificate RCPS(C) in Anesthesia 
in 1956. At present is a Fellow of the 
American College of Anesthesiologists 
(1956), Fellow of International College 
of Surgeons (1 958) and Chief, Depart-
ment of Anesthesia, Northwestern Gen-
eral Hospital, Toronto. He is married 
with three girls and one boy. 
Dr. Murray Boyce, 129 Hunt Club D rive, 
London, Ont., interned at Hamot Hos-
pital , Erie, Pennsylvania and received 
his Specialist Certificate in Psychiatry 
RCPS (C) in 1955. Since then, he has 
been in private practice in Simcoe for a 
couple of years and now is in London. 
He is married with three gi rls and two 
boys (twins). 
Dr. Murray Bryant, 20 Barbara Crescent, 
Toronto 6, Ont., is practising in Toronto 
as an Obstetrician and Gynecologist. He 
is married to Joyce Porter (A '46) and 
has two sons. 
Dr. Alvin Buhr, 21 Claymore Ave., Spry-
field, Halifax, N.S., interned in Victoria 
Hospital, London, and spent several 
years in the Department of Orthopaedics 
at T oronto General Hospital, Toronto, 
Ont. 
Dr. William Butt, Jr. , 325 Ingersoll Ave., 
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Dr. C. A. Richmond-deceased. 
Dr. W. S. Rhycard-deceased. 
Dr. A. G. Roberston-deceased. 
Dr. R. U. B Sheri-deceased . 
Dr. J. H. R. Stanfield-deceased. 
Dr. Albert J. Stockwell-deceased. 
Dr. James M. Taylor 
Dr. K. E. Winter-deceased. 
Woodstock, Ont., interned at Hamot 
Hospital, Erie, Pennsylvania. He is now 
practising in Woodstock and has been 
appointed Coroner for Middlesex Coun-
ty by the Attorney General's Depart-
ment. He married Ruth Brown (A '47) 
and has eight children. 
Dr. James R. Button, 109 Main St. E., 
Ridgetown, Oat. 
Dr. Gordon Campbell, 10510 Chapman 
Ave., Suite 6, Gurdon Grove, California, 
U.S.A. , interned at Metropolitan Gen-
eral Hospital , Windsor, Ont. Following 
two years in general practice in Wind-
sor, he was a resident in Obstetrics and 
Gynaecology at the City of Detroit Re-
ceiving and Herman Kiefer Hospitals. 
In 1956 he became Assistant Professor 
of Obstetrics and Gynaecology at Wayne 
State University and he held this post 
until 1960 when he went into private 
practice in California. Prior to 1960, he 
spent two years as an Assistant Surgeon 
in charge of the Department of Obstet-
rics and Gynecology in Narnazer Hospi-
tal in Shiraz, Iran. 
Dr. Cecil Craig, 1551 Victoria Avenue, 
Windsor, Ont. 
Dr. Herbert Cross, 4 Humber Ridge Drive, 
Toronto 18, Ontario, interned at Ham-
ilton General Hospital. He is the Medical 
Officer in charge of Northern Ontario 
Public Health Service of the Department 
of Health with headquarters in Toronto. 
He is married with three children. 
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Dr. Fabien Curry, Box 1598, Parry Sound, 
Ont., interned at Grace Hospital, De-
troit. From 1950-1953 he was in private 
practice in Parry Sound. From 1953-1954 
he attended U.B.C., after which he 
served his residency from 1954-1957 in 
Vancouver General Hospital. He return-
ed to private practice, specializing in 
radiology in 1957. In 1958 he took up 
practice in Penticton. He married Norma 
Dickson in 1951. 
Dr. William]. Davis, Box 265, St. Marys, 
Ont. is now practising as a Physician 
and Surgeon in St. Marys. He is married 
to Jacqueline Fort of Port Colborne. 
Dr. Albert Deadman, 242 Queens Ave., 
London, Ont. married Muriel McLeod. 
They have a daughter, Ann Helen. 
Dr. Armand Di Francisco, 92 Alder Place, 
Buffalo 23, New York, interned at 
Hamilton General Hospital. In July 1951 
he went to Foxborough State Hospital, 
Foxborough, Mass. In September, 1952, 
he was appointed as Senior Psychiatrist 
in the Department of Mental Hygiene, 
Buffalo State Hospital, Buffalo, N .Y. 
He married Mary K. Campbell, a gradu-
ate of Ursuline College, in 1953. 
Dr. John A. Duff, 800- 15 Street, Belling-
ham, Washington, U.S.A. In 1951 he 
was practising in Aylmer, Ont. 1953 
found him in Hurly Hospital, Flint, 
Michigan. 
Dr. Robert H. E. Elder, 64 Wigan Drive, 
Ottawa 5, Ont., interned at Victoria 
Hospital, London. In 1950-1951 he was 
a lecturer in Clinical Bacteriology at 
McGill University. In 1951 he was ap· 
pointed by the Civil Service Commission 
to the staff of the Department of Nat-
ional Health and Welfare's Laboratory 
of Hygiene. In March, 1962, he joined 
the staff of the Ottawa Civic Hospital 
as a bacteriologist. 
Dr. John Faris, 49 Edgewood, Hamilton, 
Ont. interned at Hamilton General Hos-
pital 1949-1951. Since that time he has 
been in general practice in Hamilton. 
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Dr. Phillip Fitz-James, 52 Craig St., Lon-
don, Ont. In 1963 he received from the 
Royal Society of Canada the Harrison 
Prize for outstanding work in the field 
of biochemistry and microbiology. He is 
Associate Professor of Bacteriology and 
Immunology at the University of West-
ern Ontario. 
Dr. Donald Fletcher, 1871 King St. E., 
Hamilton, Ont. interned at St. Paul's 
Hospital, Vancouver, B.C. He is married 
with three children and is in private 
practice in Hamilton. 
Dr. Albert Fowler, 337 - 6th Ave., N ., 
Saskatoon, Saskatchewan. 
Dr. Archibald H. Galbraith was interning 
at Windsor's Hotel Dieu when he was 
killed in a highway mishap near Har-
row, Ontario, in the fall following his 
graduation. 
Dr. W. J. Warren Gamble, 685 Walker-
field Ave., Peterborough, Ont. is a prac-
tising physician and surgeon in the same 
city. He is married and has a fourteen 
year old daughter. 
Dr. Norma Dean Gill, 22 Cambridge N ., 
Lindsay, Ont. interned at Victoria Hos-
pital, London. She is married to Dr. 
J. R. Peter Gill (Toronto Meds '49) 
and has five children, two boys and 
three girls. 
Dr. Wm. Goldberg, 78 Bertram Drive, 
Dundas, Ont. interned at Hamilton Gen-
eral Hospital and received his FRCP(C) 
in Internal Medicine in 1954. He is 
presently Chief of Medicine, St. Joseph's 
Hospital, Hamilton. 
Dr. Wm. Graham, 3405 Cadboro Bay Rd., 
Victoria, B.C. is presently a surgeon m 
the same city. 
Dr. Hugh Hay, 4 Langbourne Place, Don 
Mills, Ont. interned at Victoria Hospital, 
London. He received the D.S.O. and 
D.F.C. and Bar. He served on the Can-
adian Joint Staff in Washington, D.C., 
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and is presently the Commanding Of-
ficer of the RCAF Institute of Aviation 
Medicine. 
Dr. Nathan Heller, 4804 Dornal , Montreal 
26, P.Q. was associated with the Michael 
Reese Hospital in Chicago, Illinois, be-
fore moving to Quebec. 
Dr. Donald A. P. Hitch, 908 Mohawk Rd. 
W ., R.R. 1, Ancaster, Ont. is presently 
assocoated with the McGregor Clinic, 
250 Main St., East, Hamilton. He intern-
ed in Detroit and was a resident in 
E.N .T . in New York City and Columbia, 
Ohio. He was certified by the American 
Board of Otology and the Royal College 
of Physicians and Surgeons in 1954. He 
is married with three children, two boys 
and one girl. 
Dr. Hugh Horner, Box 187, Barrhead, 
Alberta, interned at Calgary General 
Hospital. 
Dr. John S. Kennedy, 6925 Granville St. , 
Vancouver, B.C. received his FRCP & S 
(Can) in Surgery (Urology). 
Dr. Ruth Kennedy (nee Clemens), 6925 
Granville St., Vancouver, B.C., married 
Dr. John S. Kennedy (Meds '49). 
Dr. Donald Marshall, 3 76 Ridout St. S., 
London, Ont. Following his residency in 
surgery at Victoria Hospital, London, 
he was offered a travelling scholarship 
in medicine. He married Jean Davidson 
and they have three children. 
Dr. Marion Marshall, 5867 Fawkes Ave., 
Pittsburbh, Pa., is a child psychiatrist at 
the University of Pittsburgh. 
Dr. Andrew Moriarty, 1925 Cambridge St., 
Kalamazoo, Michigan, interned at Ot-
tawa Civic Hospital. He is presently a 
clinical investigator for Upjohn Com-
pany in Kalamazoo. 
Dr. James Edward Mullens, 170 St. George 
St., Toronto 5, Ont. was a clinical teach-
er at the University of Toronto and 
Assistant Surgeon at Toronto General 
Hospital. He married Elizabeth Middle-
ton (B.Sc. 48). 
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Dr. Eric Murray, 52 Doonaree Drive, Don 
Mills, Ont. 
Dr. Eunice (Ostreicher) McKishnie, West 
Lorne, Ont., is married to Dr. John 
McKishnie and both are practising in 
West Lorne, Ont. 
Dr. Jack Prince, 186 McEwan Ave., Wind-
sor, Ont. 
Dr. John Rawling, is a urologist at 115 
Medical Arts Bldg., Flint, Michigan. 
Dr. Paul Schneller, 38 Wedgmere Ave., 
W inchester, Mass., is a psychiatrist. At 
one time he was a Career Officer in the 
Canadian Government Service. 
Dr. David Sim, 143 James St., S., Hamil-
ton , Ont. is practising as a Psychiatrist. 
Dr. William Sims, 229 South Gratiot, Mt. 
Clemens, Michigan, interned at the 
Ontario Hospital, London. 
Dr. Ralph Smith, 1414 Drummond St., 
Montreal, P.Q. 
Dr. Ronald Smith, 7530 de Ia Loire, Ville 
d'Anjou, Montreal 5, P.Q., married 
Eleanore Vance (BScN. ' 50) and they 
have three children. He is practising as 
a psychiatrist at Montreal General Hos-
pital . 
Dr. Cecil Sorensen, 198 Brant Ave., Brant-
ford, Ont. After graduating, he interned 
at Calgary General Hospital. He remain-
ed in Saskatchewan until 1954 when he 
became associated with the Children's 
Hospital in Winnipeg. In 1955, he re-
turned to the East to the Carruther's 
Clinic in Sarnia. His latest move has 
been to Brantford. 
Dr. D. W. Thompson, 75 West Fifth St., 
Hamilton, Ont. After his internship he 
entered private practice in Hamilton. 
He is married with four children. 
Dr. George H. Thomson, Doctors' Park 
of Beloit, 2031 Riverside Drive, Beloit, 
Wis. 53511. 
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Dr. J. W. Tufteland, interned at St. Paul's 
Hospital, Vancouver, B.C., and remained 
in Vancouver in private practice until 
his death in July, 1963. 
Dr. Frederick Uffelmann, 35 Margaret St., 
Waterloo, Ont. 1957 he received the de-
gree of FRCP&S(C). He and his wife 
Phyllis, a graduate of Jeffery Hale 
School of Nursing in Quebec City, have 
three children. 
Dr. L. Paul Walden, Box 158, Clinton, 
Ont. took post graduate training in sur-
gery at the Montreal General Hospital , 
Westminster Hospital, London, and the 
U.WO. Anatomy Department. In De-
cember of 1954 he was awarded his 
Awards 
The editors are pleased to announce the 
following awards for outstanding contri-
bution to the 1964-65 business and alumni 
staffs: Kathleen Armitage, Roy Chatterton, 
Sally Doyle, Virgina Edwards, Kelly Jones, 
Louise Keevil, Elizabeth Musclow, Harvey 
Rabin. 
FRCS(C). He is married with four 
children. 
Dr. John C. Wickett, 13 Linden Terrace, 
Ottawa, Ont. is presently Director of 
Biochemistry for the RCAF. He is mar-
ried with two boys. 
D r. John C. Wilson, 360 Queens Ave., 
London, Ont. interned at Montreal Gen-
eral Hospital and joined the staff of 
Children's Memorial Hospital in Mont-
real. A travelling fellowship in medicine 
was awarded him by the Nuffield Foun-
dation so that he might study surgery in 
Great Britain. He is married with two 
children. 
All received copies of current text books. 
Mr. Chatteron was awarded the 1965 edi-
tion of Conn's Current Theropy, kindly 
donated by Mr. Hays-Richards on behalf 
of McAinsh and Company. 
Foreword to the first issue of the U. W .O., Medical Journal! 
"The most significant feature of this new journal is the spontaneity of its origin. 
It has sprung wth complete naturalness from the minds of the undergraduate students 
in Medicine . The fact that undergraduate rather than graduate students are its artthors 
indicates that the group of young men and women who during the next few years 
will emerge as doctors from the halls of our university will approach the practice 
and the progressive study of medicine with the proper spirit and attitude" . 
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W. Sherwood Fox, Ph.D. 
Preident, U.W.O. 1930 
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Letter to the Editor 
February 8th, 1965 
I have just read the review of vitamin E 
therapy in the January issue of the journal 
and hasten to comment. 
I was glad to learn in it of the value of 
alpha tocopherol in paediatrics and claudi-
cation. The last authoritative review I read1 
accepted it for claudication, stasis ulcers 
and habitual aboration. Naturally, it is 
gratifying, even 18 to 23 years after 
these observations of ours were first pub-
lished, to have wide confirmation of our 
results. It flatters our clinical acumen, and 
urges us to continued patience. One cannot 
help but think, of course, of the thousands 
of people in that 18 years who might have 
had such help but were denied it. We are 
more fortunate than Dr. Lind, who had to 
wait 44 years for confirmation of the value 
of vitamin C in scurvy- and died one year 
too soon. In the meantime some 200,000 
sailors are estimated to have died of 
scurvy! A more recent example of this 
type of delay is ceporin, the new antibiotic 
-first discovered in 1945 in Sardinia- re-
leased to the profession in 1964! As I said, 
we try to be patient. 
If alpha tocopherol is useful in claudi-
cation, haemorrhage in neonates, and other 
such conditions, obviously it must be by 
improving capillary resistance, erythrocyte 
fragility, collateral circulation and improv-
ed tissue oxygenation. What puzzles me is 
that such therapeutic powers should be 
irrelevant in all other cardiovascular con-
ditions! 
However, I do not want to discuss alpha 
tocopherol therapy as such on these pages. 
Its values will never be decided in a stud-
ent journal- nor in Canada, for that mat-
ter. It is before the world court. Sometimes 
one almost hopes its critics have been right 
because if they have been mistaken some 
great reputations must fall and many doc-
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tors will repent the needless suffering, 
amputations and such that their patients 
have incurred. And think of the loss of 
face for Canadian medicine! 
I do think it is a little brash, however, 
to pass over all the observations of the 
many distinguished research men who have 
come out for vitamin E therapy on the 
grounds that their observations either were 
uncontrolled or involved only small groups 
of patients. I doubt if Professor Ochsner2 
makes many errors on thrombosis or Prof-
essor Boyd3 on claudication, or Professor 
Burgess• or Dr. Hauch5 on skin ulcers, or 
Professor Butturini6 on diabetes. The con-
firmatory list is a long one--by 1961 it 
numbered 667 investigations in 35 coun-
tries in 391 articles !7 How could so many 
be so wrong? 
I have questions to ask, too, of men who 
believe only in controlled studies. Do they 
remember any such reports on appendect-
omy, tonsillectomy, adenoidectomy, aortic 
valve surgery, plaster vs. traction for frac-
tures, or gangrene? I once heard a wonder-
fully controlled paper throw nitroglycerine 
for angina out of the window! 
How good are controlled studies? Please, 
everyone, read the latest of many good 
critiques on this topic.8 Feinstein asks, for 
instance, what specific clinical indices one 
can use in studies of digitalis toxicity, 
antibiotic sensitivity, insulin shock, or low 
salt syndromes? He asks how we should 
evaluate sedatives, tranquilizers, anorrhec-
tics, cathartics, carminatives, antispasmod-
ics, oxygen inhalation, diuretics and such! 
I would inquire how one sets up a control-
led study of bedsores? In any case, how 
good are controlled studies? The great and 
dubious examples nowadays are: 
(1) anticoagulants - in hot controversy 
after 16 years and huge group experi-
ments. 
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(2) Sabine's polio vaccine-used on tens 
of millions of Latvians and Mexicans 
and others. 
(3) the B.C.G. vaccine-supported by sev-
eral annual studies of the National 
Research Council of Great Britain and 
used for decades on vast numbers of 
children - but still opposed in the 
U.S.A.! 
If the best and biggest controlled studies 
don't tell us the truth about such items 
what value have they? I hope you know, 
too, of the fat vs. carbohydrate controversy 
in atherosclerosis. How many millions has 
that cost and how many thousands of 
workers has it involved? Is anyone nearer 
the truth for all of this? Yudkin9 doubts it. 
Controls may have some small place in 
clinical experiment, but such studies cause 
much soul-searching in medical journals, 
largely because of their shady ethics. I 
could cite 20 articles in the great journals 
to illustrate what I say here. The facts are: 
(a) controlled trials on private patients 
are probably as unethical as they are 
immoral. One such is coming to trial 
in court in New York State. 
(b) controlled clinical trials have li ttle or 
no valid ity or place in rare diseases 
where no one ever can build up a 
senes. 
(c) controlled trials are very difficult to 
set up in diseases of great complexity 
(e.g. lupus erythematosis) , or wide 
variability (e.g. multiple sclerosis or 
conditons like gangrene). 
(d) controlled trials continue to convince 
no one who is unwilling to be con-
vinced. 
Read the most recent atherosclerosis 
or anticoagulant or smallpox vaccina-
tion literature on this point. 
(e) no controlled trial is better than com-
monsense and clinical acumen. Indeed, 
nearly all that we do in medical prac-
tice is based on these last two items. 
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I could go on for pages, but I have 
already said enough to make any philoso-
pher and senstive scientist among your 
readers ponder this problem anew. It is 
not too easy-but then therapy never was. 
A last word on claudication. How lucky 
I am that the Professor of Surgey at Alber-
ta is convinced about alpha tocopherol, as 
your review mentioned! This ...-represents a 
considerable surgical advance, for alpha 
tocopherol can be used where grafts are 
not feasible. Stasis ulcers can be equally 
difficult. But please remember these orig-
inal reports of ours were purely clinical 
observations, "uncontrolled" except by 
trained judgement. Claudicants and indolent 
ulcers are troublesome cases, as all of you 
will f ind. Surely one deserves well of the 
profession for making such helpful obser-
vations, and, of course, you are aware that 
we have already been awarded one medal 
for our studies. The American Society of 
Abdominal Surgeons rarely gives these for 
mistakes. 
The survival of an idea is the measure 
of its vitality. Vitamin E therapy flourishes 
-just look at the titles in any issue of the 
Index of Current Literature. 
Sincerely yours, 
Evan V. Shute, F.R.C.S.( C) 
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